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This study evaluated a novel perinatal health education program, entitled 
Preparing for Caring, teaching infant touch and handling skills for those who care for 
babies. Sensitive, attuned, and responsive interactions between caregivers and infants are 
crucial for the healthy development of foundational brain architecture. Research has 
confirmed that evidence-based perinatal health programs have the potential to increase 
the caregiver’s satisfaction and self-efficacy, to reduce anxiety about caring for a 
newborn, to increase the caregiver’s capacity to form an attachment bond with the infant, 
and to promote the infant’s health and development. The present study built upon 
evidence that nurturing touch is positively associated with brain development which 
positively impacts behavior, cognition, and the health trajectories of children from low-
income urban and minority families who are more likely to experience disparities in 
lifespan health, including increased infant and maternal mortality. Caring and stimulus-
rich environments, especially those promoted in intergenerational programs such as Early 
Head Start, offer “the most compelling evidence” for producing positive changes in both 




an urban Early Head Start (EHS) setting, was hypothesized to effect changes in parents 
that will positively influence their parenting skills during a critical period of neural and 
emotional growth and thereby positively influence their children’s development. Mixed-
methods data were collected from EHS early childcare educators, parents and community 
caregivers, administrators, and the program developers. Analyses evaluated program 
fidelity, specifically in its translation to a new population and setting; identified barriers 
to and facilitators of implementation of the program; identified which program 
components were most likely to be accepted and incorporated into daily use by 
participants; and conducted and shared the results of  a pilot study on what an impact 
evaluation of what participating in this program might look like for key outcomes 
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The aim of this study was to evaluate a novel perinatal health education program, 
entitled Preparing for Caring, developed by certified infant developmental movement 
educators (IDMEs) for a diverse population of caregivers. The Preparing for Caring 
program prepares pregnant parents and infant caregivers with best practices for touching, 
handling, and interacting with infants. Like Kangaroo Care or Welch’s Family Nurture 
Intervention (FNI), which are the current standard practices for perinatal health education 
in clinical settings, Preparing for Caring incorporates caregivers’ touch and holding as 
integral to fostering infant health and development. Unlike current practices, however, 
the Preparing for Caring program is the first to apply these same principles of maternal 
caregiving behavior to full-term, non-NICU (Neonatal Intensive Care Unit) infants in a 
non-clinical setting.  
Despite the existence of a great deal of research devoted to pre- and postnatal 
health education programs targeted for the preterm and high-risk NICU babies, there is a 
paucity of research on program development and implementation of health education 
programs designed to enhance normal infant development and to build early parenting 
skills that are rooted in touch and holding. In particular, the Preparing for Caring 
program helps caregivers develop the capacity to provide the rich, interactive 





University’s Center on the Developing Child (2017). Research has provided evidence that 
early experiences combine with genetic blueprints to shape future mental, emotional, and 
physical health (Shonkoff, 2010). Sensitive, attuned, and responsive interactions between 
caregivers and infants are crucial for the healthy development of foundational brain 
architecture. Studies have shown that these contingent interactions may be reduced in 
disadvantaged urban minority families who face financial and other socioeconomic 
stressors (Center on the Developing Child, 2017). Further, investments in early childhood 
have the greatest impact and return on investment for lifespan health (Campbell et al., 
2014). 
As is now widely accepted, the period immediately following birth—also referred 
to as the “fourth trimester”—is the period when the developing brain must form critical 
synapses and integrate the limbic and autonomic circuitry that will influence the lifelong 
trajectory of an individual’s behavior and cognition (Schore, 2001; Siegel, 1999). From 
numerous studies summarized by Barnett (2005), we know that infants who received 
little or no touch had between 20% and 30% less brain mass than infants who received 
sufficient touch (p. 119). In studies on the relationship between touch and attachment, 
Duhn (2010) found evidence that nurturing touch was positively associated with brain 
development, which positively impacted later behavior and cognition (p. 294).   
Especially during, and in the aftermath of, a global pandemic that has severely 
limited our touch interactions, this brief and relatively inexpensive perinatal health 
education program has the potential to increase caregivers’ provision of nurturing touch 
and thus positively impact long-term health for the infants and enhance the caregivers’ 





evaluation of implementation in communities where it may have the greatest impact. In 
this study, the author conducted a focus group and a formative evaluation of program 
implementation in conjunction with collecting data on program efficacy with respect to 
specific outcomes. What follows in this first chapter is a description of the conceptual 
framework underlying this curriculum and the details of the program itself, which 
together have informed the study’s focus. Finally, this chapter provides the rationale and 
the road map for the study. 
Conceptual Framework 
The Preparing for Caring program is a perinatal health education program 
delivered in a 2-hour workshop format covering touch, holding, and infant developmental 
movement skills for pregnant parents and caregivers through lecture, reflection, and 
experiential, hands-on learning. These skills are necessary to provide the infant with a 
sense of nurturing, of safety and comfort, and to minimize infant anxiety and distress 
(Welch et al., 2012). Furthermore, these skills provide the caregiver with a sense of 
comfort and ease in touching and holding her infant—skills that are hypothesized to 
enhance her perceived self-efficacy and self-esteem, translating into a supportive and 
positive somatosensory experience for the infant.  
The nonverbal experience of touch, holding, and movement is crucial for 
scaffolding the infant’s neurocognitive development and reducing stress while increasing 
hedonic tone, i.e., increasing the ability to experience pleasure, in both the mother and the 
baby (Ardiel & Rankin, 2010; Field, 2010; Welch et al., 2012). Winnicott (1987), an 





expression “she gathers him up” (p. 43) to describe how the caregiver’s touch and 
holding actions contain the infant and help the infant to self-regulate. How a baby is 
handled will affect all aspects of her development: her perceptual patterns, her ability to 
self-soothe, to self-regulate, and to problem solve (Ferber & Makhoul, 2004). The 
infant’s own experience of touch and being held influences her social-emotional well-
being, her cognitive and physical development, how she relates to herself and others, and 
her sense of agency in the world (Hertenstein, 2002; Maitre et al., 2017; Stack, 2010; 
Winnicott, 1987).  







































The Preparing for Caring curriculum emerged from the Infant Developmental 
Movement Educator (IDME) training, the foundations of which are the four primary 
neurological vertebral patterns: spinal, homologous, homolateral, and contralateral 
(Body-Mind Centering ® website, Basic Neurocellular Patterns). Because these four 
developmental movement patterns are universal and underlie all subsequent movement, 
all of us have experienced these basic movement patterns ourselves as infants; therefore, 





parents, parents-to-be, doulas, lactation consultants, nannies, and grandmothers have 
attended a Preparing for Caring workshop to learn about touch and handling as the 
primary form of communication with an infant. In addition to learning best practices for 
interacting with infants, workshop participants are exposed to different types of touch, 
and how to interpret and respond contingently to the infant.  
The IDME professional training is a 2-year certification course that builds on  
the principles of Body-Mind Centering ® (BMC). The IDME training covers infant 
emotional and neurological development and includes observational skills and 
developmental assessments of infants aged 0-24 months. The IDME practitioner is 
trained in applying the developmental movement material to facilitate normal movement 
in infants and in working with caregivers and their infants to promote healthy movement, 
relationship, and handling skills. The training is grounded in the framework of BMC, a 
form of “developmental repatterning” grounded in the relationship between the body’s 
movements and mind (Body-Mind Centering ® website). BMC incorporates experiential 
and intellectual learning, self-study, and an embodied approach to understanding how we 
interact with each other and with ourselves. The Preparing for Caring workshop is an  
in-depth, experiential, and integrative approach to building skills and self-confidence for 
handling and interacting with a small baby. 
The Preparing for Caring program of infant touch and handling skills supports 
caregivers in developing the capacity to provide a rich, interactive environment to the 
infant, which is crucial for children’s “development and well-being,” according to 
Harvard University’s Center on the Developing Child (2017). Serve-and-return is a tennis 





necessary for the healthy development of foundational brain architecture. Serve-and-
return is a form of contingent caregiver-child interaction often applied to verbal 
exchanges, to which parents may not have access when facing financial, environmental, 
and other socioeconomic stressors (Center on the Developing Child, 2017). In the 
Preparing for Caring program, pregnant parents and caregivers are given an awareness 
of the importance of serve-and-return using contingent touch as well as the opportunity to 
practice responsive, contingent interactions during the workshop.  
The Preparing for Caring program provides caregivers the opportunity to 
experience touch—both giving and receiving touch—from the infant’s perspective, using 
different intensities and types of touch on one’s own body. In addition to the touch 
exercises, there are explorations of weight and gravity; a primer on infant development 
and developmental movement; and practice holding, picking up, placing, and 
transitioning an infant using life-like dolls. The class format alternates between lecture,  
a seated circle of support, individual movement and touch explorations, and working  
with a partner. 
The program’s main components are safety and comfort, touching and being 
touched, and holding and handling the newborn child. Examples of the curriculum 
content include the caregiver holding the baby’s gaze during approach and picking up; 
demonstrating and practicing picking up, putting down, and transferring the baby to 
another caregiver; changing levels from standing to seated, to floor and back to standing 
while holding the baby; and hands-on touching skills practiced with a life-size doll, a 





The Preparing for Caring curriculum includes lessons on how and when to 
engage with the baby, and how to approach the baby in a manner that allows the baby to 
decide whether to accept or reject the interaction. This approach fosters the development 
of agency, as defined by “the capacity to act,” providing the infant with “direct control” 
of her actions (Wikipedia, Agency [philosophy]). Human agency, as understood by 
Bandura’s (1999) Social Cognitive theory, depends on the biobehavioral systems of 
sensation, motor, and cognition (p. 22), each of which is influenced by touch and 
handling (Ardiel & Rankin, 2010; Ferber & Makhoul, 2004; Field, 2010; Hertenstein, 
2002; Maitre et al., 2017; Stack, 2010; Welch et al., 2012).  
Central to the Preparing for Caring program are frequent reminders from the 
presenters that a caregiver’s job is not to be perfect but instead to allow for relationship 
rupture and repair, a concept from attachment theory. When the caregiver ruptures the 
dyadic bond between infant and caregiver through a misattunement of touch, gaze, or 
voice, it evokes a stress response in the infant (Beebe & Lachmann, 2002). When the 
caregiver is able to repair the bond by re-attuning and aligning the touch, gaze, or voice 
with the infant, the caregiver has helped the infant self-regulate, thus promoting the 
“adaptive regulatory capacity of resilience in the face of stress” (Schore, 2005, p. 207). 
Welch’s (2016) Calming Cycle similarly holds that cycles of dyadic dysregulation 
followed by resolution are integral to forming the maternal infant bond (p. 1267). These 
principles are described in further detail in Chapter II, Literature Review. 
The format for the 2-hour Preparing for Caring workshop grew out of the 
developers’ experience teaching these skills to caregivers during Babies! sessions at the 





drop-in classes for caregivers and their infants ages 0 to walking. These sessions are led 
by the two Preparing for Caring program developers and provide a community setting 
for learning about and applying infant developmental movement and caregiver-infant 
interaction skills. The sessions are similar in length to Centering pregnancy visits, which 
typically last from 90 minutes to 2 hours (Centering ® Healthcare Institute, 2018). The 
caregivers in these early sessions consistently told the Preparing for Caring developers 
that they wished they had had this information and been exposed to these ideas prior to 
giving birth. 
The primary components of the Preparing for Caring program are: (a) Safety and 
comfort, including finding one’s relationship to gravity, to the floor, and to support; 
changing levels from the floor to standing using the developmental patterns that infants 
use; (b) Touch, touching and being touched, including an exploration of different types of 
touch and the sensations evoked; practice touch on one’s own skin, with a partner, and 
with an infant-sized doll; asking permission to approach and touch, awareness of timing 
and being present; touch as communication; the infant’s approach and avoid responses to 
touch; and (c) Handling and holding, specifically of the head and sacrum, including 
practice with the doll and with a partner, sensing the weight and connection in oneself 
and “Baby Ball”; picking up, placing down, guiding the baby so that she is able to see 
where she is going, transferring from one person to another, and changing levels—getting 
up from and down to the floor while holding an infant.  
Asking permission of the infant to approach and touch is a component of the 
concept of “body ownership,” which Carson (2005) stressed as important to model and 





is to be given and the reason for it” (p. 82). Likewise, the Preparing for Caring 
curriculum emphasizes making eye contact with the infant before touching and letting the 
infant see where she is going when transitioning from one position to another, thus 
getting permission and fostering a sense of agency in the developing child. 
Dissertation Focus 
The Preparing for Caring program is currently offered from the Babies Project’s 
Chelsea, New York, studio location. It was featured during the New York Zero to Three 
Network’s May 11, 2018, professional development seminar “Building Resilience in 
Young Children and their Families: Body-Mind Approaches.” Although the program’s 
current audience is primarily White and of comfortable socioeconomic status (SES), it is 
the study author’s belief that this intervention can and should be successfully 
implemented in more diverse and underserved populations. To fulfill this aim, the current 
study brought the program to a population of low-income urban and minority caregivers 
who are more likely to experience disparities in lifespan health, including increased 
infant and maternal mortality (Collins & David, 2009; Dunkel-Schetter et al., 2013; 
Glynn et al., 2008; Wallace et al., 2013). 
Parenting and Child Development 
In 2020, a new Healthy People (HP) objective was added to address Early and 
Middle Childhood issues. More specifically, this public health priority area focused on 
cultivating an individual’s “physical, cognitive, and social-emotional foundation for 
lifelong health, learning, and well-being” (Healthy People 2020, 2020). This objective 





experience inadequate caregiving, environmental stressors, and other negative risk 
factors. These stressors and factors can affect the brain and may seriously compromise a 
child’s physical, social-emotional, and cognitive growth and development” (Healthy 
People 2020, 2020). This study responded specifically to this challenge by focusing on 
the implementation and formative evaluation of an intervention designed to promote 
positive parenting and healthy child development. While the current iteration of Healthy 
People 2030 has eliminated this specific goal, it has added EMC-01, Increase the 
proportion of children and adolescents who communicate positively with their parents.  
Low-income families face multiple synergistic psychosocial stressors that 
increase risks to health and healthy parenting. Interventions that target early caregiving 
for families in poverty have demonstrated long-term positive outcomes thought to be 
mediated by the protective effects of “nurturing caregiving” on brain development (Luby 
et al., 2013, p. 1141). Luby et al. (2013) found that parenting education and parenting 
support were the most important mechanisms through which “high-quality early 
childhood caregiving” was achieved (p. 1141).  
Shonkoff (2010), in his proposal for implementation of a biodevelopmental 
framework for healthy child development, cited two-generation early childhood 
interventions combining parenting education and family support models located where 
the parents are most easily accessed: in homes and community-based centers. Quality 
programs that provide low-income families with parenting skills can help to offset the 
burden faced by those at greatest risk.  
As reported by Heckman (2006), “disadvantage is associated with poor parenting 





Heckman made the case that the early family environment is the most important predictor 
of later student achievement and adult outcomes, including health, and that early 
childhood interventions targeting the most disadvantaged/highest-risk children return a 
bigger benefit, both in monetary and human capital/societal terms. His conclusion was 
that we are investing too much too late (p. 1901).  
Low SES is associated with lower parental support and may “compromise a 
parent’s ability to engage in sensitive, consistent, and involved parenting” (Bornstein & 
Tamis-LeMonda, 2010, p. 472). The Preparing for Caring curriculum was designed to 
increase caregivers’ parenting skills and self-efficacy and thereby promote the infant’s 
healthy development. To respond to the need for sensitive and responsive parenting 
skills-building in families whose caregivers experience financial, social, and health 
burdens, we identified an Early Head Start in East Harlem—the Echo Park Early Head 
Start (EHS)—whose mission includes servicing homeless and vulnerable minority 
families. Echo Park EHS has been at the leading edge of providing innovative health 
programs for the community they serve, including the first mobile health clinic for EHS 
families, and regularly participates in ongoing evaluation and quality improvement 
processes with independent researchers.  
Formative Evaluation Design 
The dissertation author was first approached to provide these infant touch and 
handling skills to the center’s teachers during her internship at Echo Park EHS. Because 
the Preparing for Caring program is early in its development and had not been evaluated 





quality and acceptable to this vulnerable priority population, a formative evaluation was 
selected for the study design. A formative evaluation can answer questions about and 
enhance the program’s processes, effectiveness, and acceptability. According to the 
National Implementation Research Network (NIRN, 2016), innovations cannot be 
expected to produce their intended results if they have not been implemented as intended 
(p. 2). Furthermore, a formative evaluation serves to ensure that laboratory outcomes can 
be “reproduced in the complex conditions that exist in human services and society” (p. 2).  
Further support for the formative evaluation design of a program offered within 
the Early Head Start two-generation model comes from Chase-Lansdale and Brooks-
Gunn (2014), who concluded that program implementation must be evaluated to assure 
the “quality and intensity of their services” (p. 26). The current study’s focus group and 
formative evaluation allowed the researcher direct interaction with the Echo Park EHS 
educators, administrators, and caregivers, incorporating their feedback into the program 
delivery structure as well as into the workshop itself, thus ensuring that program 
implementation quality was a primary focus for this vulnerable population, while 
simultaneously building the requisite trust and support within the community where it 
was offered. 
As the Preparing for Caring program is novel in its implementation and 
development, the formative evaluation component of this study addressed questions 
related to program processes, fidelity, and acceptability. To implement this evaluation, 






1. To use the formative evaluation findings to assess program implementation 
and fidelity, to inform specific changes and recommendations to the 
program’s curricular components as well as to the program’s implementation 
protocols, and to identify barriers to and facilitators of acceptance of the 
program by multiple stakeholders. 
2. To identify which program components are most likely to be accepted and 
incorporated into daily use by program participants. 
3. To conduct and share the results of a pilot study on what an impact evaluation 
would look like of participating in this program with key participant outcomes 
(including caregiver self-efficacy and maternal self-esteem). 
Conclusion 
This dissertation reviewed the theoretical underpinnings of the Preparing for 
Caring perinatal health education program, outlined the aims of the study, and provided a 
detailed methodology of the study. Specifically, this dissertation has three chapters with 
appendices that follow. Chapter I presented the conceptual framework and rationale for 
the program and for the use of formative evaluation. Chapter II provides a review of 
literature related to the intervention program. Chapter III describes the formative 
evaluation methodology as well as anticipated outcomes of the study. It includes a 
discussion of the measurement instruments, data collection, and data analysis. Chapter IV 
presents the results of the study, and Chapter V summarizes key study findings, 
limitations, and implications for future research and the field of Health Education. 











This study fills the gap and contributes to the existing body of knowledge by 
exploring whether a brief perinatal health education program can be adapted to meet the 
needs of an underserved community. The formative evaluation fills the gap in research on 
implementation fidelity and barriers to acceptance, as described by Love et al. (2005,  
p. 886). In addition, this study explored the possibility that a brief, one-time intervention 
of simple newborn handling skills can increase perceived maternal parenting self-efficacy 
and maternal self-esteem.  
The relevant literature covered includes background on the Preparing for Caring 
program, Early Head Start (EHS) and homeless families, studies that examined the 
importance of touch—Kangaroo Maternal Care (KMC), Family Nurture Intervention 
(FNI), and the theoretical bases for the program—attachment and self-efficacy theories. 
Through the use of an “emergent” search strategy (Johnson et al., 2010, p. 413), this 
chapter presents and synthesizes the available literature as the basis for the intervention 
and evaluation. 
The Importance of Touch 
The American Academy of Pediatrics (AAP) encourages health care practitioners 





rooming-in, holding skin-to-skin, and cuddling the infant (Hagan et al., 2017, p. 79). The 
AAP’s Bright Futures initiative for children 0-3 further emphasized the vital role that 
practitioners have in educating their parents about the “importance of healthy 
relationships” and “attachment” (p. 79).  
The Preparing for Caring program incorporates caregivers’ touch and holding  
as integral to fostering infant health and development. As Goodrich(1963), then Chief of 
the Child Research Bureau of the National Institute of Mental Health noted “the 
establishment of a stable satisfying pattern of tactile interaction between the mother and 
infant…contribute significantly to the child’s total growth or failure to grow during the 
neonatal stage” (p. 3).  
Touch and holding play essential roles in the formation of attachment and 
bonding between caregiver and infant. Furthermore, skills mastery—feeling confident in 
one’s ability to hold and comfort a newborn—promotes maternal confidence, maternal 
self-efficacy, and a sense of agency (Hane et al., 2015; Hsiao et al., 2016; Shea & 
Tronick, 1988). 
The period immediately following birth is a sensitive time, when the developing 
brain must form critical neural synapses and integrate the limbic and autonomic circuitry 
that will influence the lifelong trajectory of an individual’s behavior and cognition 
(Schore, 2001; Siegel, 1999). From numerous studies, as summarized by Barnett (2005), 
we know that infants who received little or no touch had between 20% and 30% less 
brain mass than infants who received sufficient touch (p. 119). In her studies on the 





touch was positively associated with brain development, which positively impacted later 
behavior and cognition (p. 294).   
Human development is an evolving and iterative process of differentiation and 
specialization, of creating order from chaos and fragmentation. At birth, our sense organs 
are the primary mechanism by which this development occurs. A newborn baby enters a 
stimulus-rich environment during an early stage in neurodevelopment relative to other 
mammalian species. Touch, movement, smell, and hearing are humans’ most developed 
sensory systems at birth. The neonate requires stimulation—and regulation—to facilitate 
the development and organization of these sensory systems until she is able—with the 
help of the primary caregiver—to organize and regulate her own responses to both 
internal and external stimuli.  
Newborns are thus dependent on their environment to provide them with the 
appropriate stimuli needed to activate the reflexive behaviors required to interact with 
their environment and with the people in it. Touch and movement are the newborn’s first 
modes of communication with this environment. Holding and handling are how the baby 
receives—and through which she perceives—touch. The quality of that touch, holding, 
and handling will enhance or impede development. Winnicott (1987), referring to touch, 
wrote that “good holding facilitates the maturational process and bad holding means 
repeatedly interrupting those processes” (p. 62).  
This maturational process depends on the infant’s experience of touch and will 
have a profound and potentially lifelong effect on the way the rest of her senses, 
including the formation of an integrated sense of self, are organized. Holding and being 





self. The philosopher Immanuel Kant is generally cited regarding the importance of 
distinguishing between an inner self (soul) and an outer self (body) through which we 
perceive and receive the environment; Tajadura-Jiménez and Tsakiris (2014) provided 
evidence that touch plays an important role in the developing brain’s ability to form self-
perception and to create intero- and exteroceptive boundaries (p. 742). 
Winnicott (1987) further emphasized the importance of the mother’s handling of 
the baby as the key to providing a “good foundation for mental health” (p. 19). He 
believed that “human holding” was “the prototype of all infant care” (p. 37)—the quality 
of that holding is woven into the quality of caring for an infant. A sense of self can only 
occur with the capacity to self-contain, i.e., self-regulate, oneself. Babies require the 
sense of being held, of being contained to manage the anxieties that arise when their 
needs are not met or when they experience discomfort “to have a sufficient capacity to 
hold on without falling apart, that you can stand up” (Bick, cited by Haag, 1991, p. 143). 
Caregiver touch functions as a mirror for the infant, reflecting back to her how 
she is perceived and providing the caregiver with nonverbal, tactile, and emotional cues 
from the baby. If the baby perceives the touch as loving and containing, i.e., nurturing, 
then all is right in her world, and she does not need to maintain hypervigilance or be in a 
state of constant anxiety. If the touch is hesitant or ambivalent, grasping or rigid, the baby 
receives that corresponding emotional information from the caregiver. According to 
Sorensen (1997), the caregiver’s containing of the infant “represents an active integration 
of observation, clarification and emotional resonance” (p. 121). 
Anzieu (1985), a French psychoanalyst renowned for his theory of a skin-ego, 





“sensory stimulus, then as communication” (p. 39). The manner in which the baby is 
held, the way in which the caregiver creates the held space around the baby—Winnicott’s 
(1960) “holding environment” (p. 590)—informs the three stages of the newborn’s 
relation to the world: the first is the infant’s relationship to space as the dialogue between 
self and space; the second is the beginning of agency, when the infant becomes aware of 
his movement’s influence on the environment—“the infant has surprised the 
environment” (p. 19); and the third is the infant reacting to the movement of the 
environment—“the environment has surprised the infant” (Winnicott, 1987, p. 19).   
The first 3 months of a newborn’s life are guided by the infant’s drive for 
comfort, safety, and survival. Martha Harris (2011), the influential Kleinian 
psychoanalyst who succeeded Esther Bick as director of London’s Tavistock Clinic, 
wrote that an infant’s primary need for containment, holding, and protection “against the 
too harsh intrusion of stimuli from the outer world” (p. 16) was “the first boundary out of 
chaos” (p. 18), our first step on the developmental pathway.  
Our skin, the container of our bodies, is also our first nervous system and the 
largest, most highly developed organ at birth. Skin is formed from embryological 
ectoderm, the same germ layer that produces the cells of our nervous system. Anzieu 
(1985) reported in his work on the skin ego that skin “is the only sense organ that covers 
the whole body” and it “possesses a structural primacy over all the other senses” (p. 61). 
According to Anzieu, the baby needs the maternal container to process her arousal and 
negativity before she can become capable of thinking. The lack of a secure container will 
disturb the infant’s capacity to think—the baby will be too preoccupied with survival and 





associations that form neurocognitive development and self-regulation. As with 
attachment, when the attachment is secure, the infant or child’s sense of security  
allows her the freedom to explore and exercise her agency while promoting healthy 
development. 
The existing research on infant touch and holding has focused exclusively on 
preterm infants and neonates in the Neonatal Intensive Care Unit (NICU), where touch is 
categorized as either “procedural” or “non-procedural” (Harrison, 2001). Procedural 
touch includes bathing, feeding, and changing as well as clinical or medical interventions; 
non-procedural touch includes comforting, soothing, and contingent touch. Contingent 
touch refers to the responsive, as compared to indiscriminate, touch of a parent to their 
baby (Neu et al., 2008, p. 227) and includes the kind of touch involved in serve-and-
return caregiver-child interaction.  
The current study focuses on nonprocedural touch—“contingent and 
comforting”—which Harrison (2001) found to have “immediate and positive comforting 
effects” (pp. 236-237) on infants, even while performing activities that are generally 
transactional, such as cleaning, changing, and feeding the infant. Harrison’s review also 
found that nonprocedural touch was best for “infants who are physiologically fragile” (p. 
235). The current study anticipated that nonprocedural touch, including during 
transactional activities, will “promote comfort” (p. 236) and decrease stress, and that 
nonprocedural, or comforting, touch will provide a higher quality somatosensory 
experience for both caregiver and infant. 
The importance of comforting touch was demonstrated in Harlow’s (1958) studies 





physically intimate caregiver-infant relationship (p. 674). His seminal experiments 
involved separating rhesus monkey mothers from their newborns and providing the 
newborns with maternal surrogates made of either cloth with no food or of wire with 
food. Harlow’s findings suggested that contact comfort was more important than food  
for sustenance of life among this sample (p. 676). Harlow’s studies offer convincing 
evidence that “the primary function of nursing” should be that of “insuring frequent and 
intimate body contact of the infant with the mother” (p. 677). 
Field’s (1999) research on human infants and touch grew from her concern that 
Americans’ “extremely low levels of touching” (p. 11) were negatively impacting human 
development. Her small study (N = 40) of preschoolers found an inverse correlation 
between touch and aggression. In the same study, Field’s convenience sample of parent-
child dyads in Miami and Paris examined the types and rates of touch and aggression 
within the parent-child dyad and between children and their peers in playground settings. 
Field’s findings indicated that the rate of touching between parent and child inversely 
predicted the child’s aggressive behavior towards the parent and towards other children 
(p. 14). Significant cross-cultural differences were reported (statistics not provided), 
suggesting that American parents touched their children less than French parents, and that 
American children were correspondingly more aggressive than their French counterparts.  
Field (1999) also cited a 1990 study by Prescott that analyzed 49 cultures 
worldwide and similarly found an inverse correlation between the physical affection 
shown to infants and adult levels of physical violence (p. 12). According to Barnett 





coined the term “somatosensory deprivation” and linked somatosensory deprivation in 
critical periods of early development with “violence-seeking” in adulthood (p. 116). 
In addition to Field’s hypothesis that less touch leads to more aggression, Field 
also hypothesized that less touching between parents and children originated with the 
American taboo placed on touching’s relationship with “sexual and physical abuse”  
(p. 11). Field cautioned that despite the American prohibition on touching—even of 
preschoolers—“rates of sexual and physical abuse have climbed steadily” (p. 11).   
Carson (2005), an early childhood teacher trainer who emphasized the importance 
of touch, found that reduced touch in the infant caregiving setting was associated with 
delayed development in childhood. In cases where young children were institutionalized, 
this reduced touch proved “lethal,” despite a clean environment and sufficient nutrition 
(p. 80). Carson cited Bowlby’s definition of secure attachment as that which “occurs 
when children receive consistent, warm, responsive attention from their primary 
caregivers” (p. 81). Strong, secure attachment is related to the “time spent skin-to-skin 
with the infant’s mother or primary caregiver during the first months of life” (p. 81). 
According to Carson, touch is “crucial to cognitive and physical development” and is the 
foundation for “emotional development” (p. 81). Duhn (2010) expanded on the role of 
touch as “an antecedent to secure attachment” (p. 295) and used existing evidence to 
demonstrate a strong association between touch and secure attachment. 
Contrary to Field’s hypothesis that Americans’ reduced rates of touch were driven 
by a sexual taboo, Carson (2005) speculated that the relative lack of parent-child touching 





society where the majority of touch between parent and child is solely “for purposes of 
restraint or correction” (p. 81).  
Developing a Model for Nurturing Infant Touch 
Sensitive, attuned, and responsive interactions between caregivers and infants are 
crucial for the healthy development of foundational brain architecture. Studies have 
shown that these caregiver-infant interactions may occur less frequently with 
disadvantaged urban minority parents facing financial and other socioeconomic stressors 
(Center on the Developing Child, 2017). Chase-Lansdale and Brooks-Gunn (2014) 
cautioned that EHS families are more prone to “inadequate parenting” due to the 
“psychological distress” that results from the synergistic negative influences in 
communities of poverty (p. 19). An expanded focus towards empowering disadvantaged 
parents with the internal as well as the external resources to provide a health-promoting 
environment for infants is necessary and timely. 
The goal for a model of nurturing infant touch must include developing the 
“capabilities of adult caregivers” to form a strong relationship with the infant, which 
Harvard University’s Center on the Developing Child (2017) informed us is “essential to 
children’s lifelong learning, health, and behavior.” The Preparing for Caring intervention 
is hypothesized to provide caregivers with the skills necessary to provide the infant with a 
sense of nurturing, safety, and comfort, and the self-confidence to touch, hold, handle, 
and support the newborn. It is further hypothesized that these skills will increase parental 
capacity and perceived self-efficacy, thereby reducing stress and improving the 





“financial problems, a lack of social connections, or chronic health issues” act 
synergistically to produce greater stress (Center on the Developing Child, 2017).   
While no research has as yet been performed to evaluate the Preparing for Caring 
program, there is anecdotal evidence from the ongoing workshops that this perinatal 
health education program will provide caregivers with practical skills for managing the 
activities of daily life with an infant and an enhanced understanding of the dyadic 
relationship, resulting in caregivers’ increased capacity and perceived self-efficacy, 
improving mastery, reducing fears, and increasing caregiver satisfaction, which will 
translate to the infant’s well-being.  
Early Head Start and Homeless Families 
In 2017, 260,000 families had children ages 0 to 3 enrolled in one of EHS’s 
approximately 1,600 locations across the United States (U.S. Department of Health and 
Human Services, 2018). EHS provides these young children with the appropriate, 
stimulus-rich educational environment and a warm, stable, and caring environment with 
highly trained staff (Parents for Action, 2013, p. 7). Parents and early childcare educators 
work together to build strong children by cultivating “sensitive, nurturing relationships” 
with the infants in their care (p. 7).  
Early Head Start (EHS) was created in 1995 to expand the Head Start program, 
founded in 1965, to include pregnant mothers and families with young children (Love et 
al., 2005, p. 885). The aim of the federally funded and locally run EHS program is to 
enhance children’s development and strengthen families using an inclusive, two-





home visiting, or a combination of the two (p. 886). Services for pregnant women, 
infants, and toddlers up to the age of 3 include “home visits, childcare, case management, 
parenting education, health care and referrals, and family support” (p. 886).  
Housed within the U.S. Department of Health and Human Services’ (USDHHS) 
Administration for Children and Families (ACF), the EHS program is intergenerational, 
providing developmentally appropriate, enriched caregiving to infants and toddlers while 
simultaneously promoting education and services to support self-sufficiency and 
parenting skills (USDHHS, 2017). Furthermore, finding evidence of “modest effects on 
parenting and parent outcomes,” Love et al. (2005) suggested that EHS programs focus 
on improving the parent-child relationship “because of the expected indirect effects they 
would have on children’s development” (p. 887). Love et al. found that Head Start 
produced “changes in parents,” and these changes precipitated “changes in children”  
(p. 886). Furthermore, Love and colleagues found that intergenerational programs offered 
“the most compelling evidence” for producing the desired changes in “both parents and 
children” (p. 886). Therefore, the current Preparing for Caring study, providing perinatal 
parenting education within the two-generational EHS setting, was hypothesized to 
produce changes in parents that would positively influence their parenting skills and 
thereby positively influence their children’s development. 
Chase-Lansdale and Brooks-Gunn (2014), in their review of existing two-
generation programs, including EHS, found that such programs combined adult education 
and job-skills training with high-quality early childcare and early education to “build 
human capital across generations” (p. 13), specifically in programs serving low-income 





“inadequate parenting” was the result of “psychological distress” resulting from the 
biopsychosocial factors found in the low-income environment (p. 19). Their research 
found that “peer support, mentors, coaches, and counselors” (p. 25) were the most 
reliably effective components of these two-generation programs. 
To explore the efficacy of the EHS program’s ability to offset “inadequate 
parenting,” experimental research by Love et al. (2005) found that parents who 
participated in the EHS program were significantly more likely to provide supportive 
parenting (p < .01), i.e., “responding to the child’s bids for attention, encouraging 
learning during play, and showing positive regard for the child” (p. 894). Love and 
colleagues found that EHS parents provided more supportive home environments, more 
positive impacts on parent-child interactions, and less corporal punishment (p. 899). 
According to Love et al., these are the “key agents of change in the child’s life” that are 
so vital to a child’s development (p. 887). 
According to the USDHHS’s Head Start Program Facts Fiscal Year 2017 report, 
the total enrollment in Head Start programs during the 2016-2017 school year was 
1,070,000 children. Twenty-four percent of these—or 260,000—were pregnant mothers 
and children up to age 3 in EHS. According to the 2017 fact sheet, EHS programs 
provided 87% of these mothers with prenatal health education, which included instruction 
on fetal development—but no training in holding and handling a newborn (USDHHS, 
2018). 
Homelessness in New York City exacts a toll on families and children. 
Approximately 49,000 of the 974,000 families served by Head Start during this time 





families received housing assistance, such as subsidies, utilities, and repairs (USDHHS, 
2018). Over the course of 2020, there were over 39,300 homeless children living in 
homeless shelters in New York City’s five boroughs (Coalition for the Homeless, 2020). 
The Association to Benefit Children’s (ABC) Echo Park EHS Center draws 
families from New York City’s East Harlem community which has high rates of 
homelessness, falling as it does in the tenth (highest) decile for rates of homelessness in 
New York State and 98th percentile in the nation (see Figure 2.1; Neighborhood Atlas, 
University of Wisconsin School of Medicine and Public Health, 2018).  
Figure 2.1. Area Deprivation Index (ADI) Scores for East Harlem, NYC
 
  Source: https://www.neighborhoodatlas.medicine.wisc.edu/mapping 
 
According to ABC’s Early Childhood Education Director, approximately 40% of 
Echo Park’s EHS’s families are homeless or experience homelessness during the school 
year (personal communication, June 21, 2018). David et al. (2012) reported that 50% to 
60% of the total 1.4 million homeless women in the United States in 2009 “[were] 
mothers caring for children under 18 years of age” (p. 1). Based on 2018 data from the 





NYCstat shelter census reports, the Coalition for the Homeless reported that 15,546 
homeless families were in New York City’s shelter system in February 2018, including a 
disproportionate number of single-mother families, African Americans, and Latinos 
(Coalition for the Homeless website, Facts about Homelessness, 2020).  
David et al. (2012) studied the effects of homelessness on the parenting of young 
children and found that homelessness presented a particular constellation of risk factors 
impeding “effective parenting” that caused parents—especially mothers—to feel 
“powerless to care for their children” (p. 1). Homelessness influences parenting in a 
“complex, multifaceted, and dynamic” way that adds additional stress to the primary 
caregivers of young children due to insecure housing and unstable environments (p. 7). 
Furthermore, homelessness itself is the product of multiple risk factors, such as “physical, 
emotional, and financial difficulties” that negatively impact and compromise parents’ 
“capacity to parent” (p. 2).  
Homeless families enrolling their infants and toddlers into an EHS are more likely 
to have “experienced abuse, victimization, and concomitant violations of trust” (David et 
al., 2012, p. 3). Under these circumstances, it is expected that mothers might be reluctant 
to “seek or accept support from well-meaning peers and professionals” in the form of a 
perinatal health education program such as the current study’s. Moreover, David et al. 
cautioned researchers that they should look to implement research “approaches that foster 
long-term supportive and therapeutic relationships,” especially in the context of the 
mother’s “intrapersonal and interpersonal development beginning in pregnancy” (p. 3), to 
remove barriers and build trust, while carefully avoiding any explicit or implicit “blame 





be to support mothers in their efforts to provide a safe and nurturing environment for 
their children when they find themselves homeless. 
In summary, while there is relatively little research on mother-infant dyads living 
in shelters or transitional housing, homelessness is but one aspect of a dynamic and 
multifaceted social environment that may “compromise a mother’s capacity to respond 
sensitively and contingently to her overstimulated and distressed infant” (David et al., 
2012, p. 4). Moreover, her compromised ability to manage the additional stressors from 
the environment may negatively impact her ability to self-regulate as well as to provide 
the self-regulating container for the infant. Mothers who are able to manage their 
“emotional distress” and remain “emotionally available and sensitive” to their infants are 
able to provide the necessary scaffolding for the infant’s regulation and the creation of a 
secure attachment (p. 5). The Preparing for Caring program aims to provide caregivers 
the ability to provide their infants with that necessary scaffolding. 
Current Protocols for Perinatal Health Education  
Kangaroo Care and Family Nurture Intervention are the current standards for 
perinatal health education in the neonatal clinical setting. These programs were 
developed to address the health needs of the preterm infant. The World Health 
Organization (WHO) published its guide to Kangaroo Maternal Care (KMC) for 
healthcare providers in 2003, following an accumulation of cross-cultural evidence 
demonstrating that KMC was a low-cost and effective program of preterm infant care that 
was found to reduce neonatal mortality (p. 1). Preterm birth is associated with low birth 





gain in preterm infants and requires neither expensive equipment nor sophisticated 
training to implement.  
Kangaroo Maternal Care 
KMC was developed in Colombia and introduced in 1978 by Dr. Edgar Rey 
Sanabria in response to high rates of neonatal mortality in preterm infants, together with a 
severe shortage of incubators that required infants to share incubators (Boundy et al., 
2016). Shared incubators in NICUs resulted in the rapid spread of infant-to-infant 
infectious diseases and increased neonatal mortality. Doctors Rey and Martinez, also of 
Colombia, introduced KMC as a standard program of preterm infant care into the NICUs 
to offset the lack of incubators and the resultant infectious disease and neonatal mortality 
during the same time period (WHO, 2003, p. 2).  
The WHO’s full definition of KMC is comprised of four criteria: (a) skin-to-skin 
contact (SSC); (b) breastfeeding as the sole source of nourishment; (c) leaving the 
hospital early; and (d) home monitoring (Boundy et al., 2016, p. 2). WHO (2003) has 
promoted the use of KMC due to its effectiveness in maintaining preterm/low birth 
weight infants’ healthy body temperature, thus facilitating an earlier start to—and 
continued use of—breastfeeding, as well as for “protection from infection, stimulation, 
safety and love” (p. 1). Moreover, although KMC has been evaluated by rigorous 
laboratory trials, including random control trials, in the NICU setting, Boundy and 
colleagues (2016) suggested that despite the lack of any evaluations of KMC within the 
home setting, future research should explore their hypothesis that it might have the most 





KMC is the WHO’s recommended model for preterm infant care. The WHO 
(2003) found that KMC did not improve the survival rates for preterm births, but the 
interventions caused no harm to the infants. On the contrary, WHO found an association 
between KMC and an earlier start to, and longer duration of, breastfeeding, increased 
promotion of the caregiver-infant bond, and an increased sense of maternal competency 
(p. 3). Mothers who practiced KMC reported greater “confidence, self-esteem, and 
feeling of fulfilment” than mothers who practiced conventional care (p. 3).  
According to the WHO’s own studies, KMC “empowers mothers and increases 
their confidence in handling and feeding” as well as providing fathers with a sense of 
contentment, comfort, and relaxation (p. 3). However, it should be noted that the WHO’s 
(2003) guidelines apply only to preterm births, and these guidelines recommend weaning 
a baby from KMC at 40 weeks’ gestational age, or when an infant reaches her full-term 
birth date (p. 40). No reason for this guideline was given beyond stating that infants 
generally become “intolerant” and start to squirm at this age (p.40). It is reasonable to 
speculate that ongoing skin-to-skin contact past the designated 40 weeks would continue 
to accrue benefits for both infant and caregiver. 
The essence of KMC is skin-to-skin contact between the caregiver and the infant, 
starting as soon as possible after birth. The baby is held unclothed on the mother’s naked 
belly, the dyad wrapped together for warmth, the infant’s head up towards and resting 
between the mother’s breasts as soon as safety permits for the sensitive preterm infant, 
and continuously for as long as possible until the infant is 40 weeks gestational age. 
Citing McGrath and Brock’s (2002) review of KMC literature, Beal (2005) found 





preterm infants would be unable to maintain or regulate their body temperature. 
Furthermore, McGrath and Brock found that KMC was effective in “facilitating 
attachment, decreasing maternal stress, and increasing maternal self-confidence” (Beal, 
2005, p. 400). McGrath and Brock (2002) reported that skin-to-skin maternal care 
resulted in more intimacy between mothers and their infants and an “increased 
confidence in their abilities to care for their infants” (p. 18).  
Beal’s (2005) studies on infant massage also examined KMC and found that 
KMC’s “noninvasive approach” was successful in helping “parents to better understand 
infant development, the parenting role, and how to interact with their babies” (p. 399). In 
this same study, Beal also found that barriers to the practice of KMC resided primarily 
with the nurses in the NICU and could be overcome through “additional education”  
(p. 401). Furthermore, Beal concluded that future research on implementing KMC 
outside of the clinical setting was needed to understand whether standard skin-to-skin 
interventions for all neonates would impact the health and well-being of infants and 
parents (p. 402).  
NICU infants are subjected to life-saving medical procedures and necessary 
clinical monitoring, both of which are associated with a preponderance of procedural 
touch—touch resulting from medical and nursing handling (Harrison, 2001, p. 235). 
Nonprocedural, or comforting, touch is found infrequently in studies of NICU babies  
(p. 239). To understand how developmental care principles have influenced the types of 
procedural and nonprocedural touch used with infants in the NICU, Harrison (2001) 
reviewed studies evaluating nonprocedural touch received during hospital care. Her 





comforting touch and infant massage in the NICU as well as findings from studies of 
Kangaroo Care. Relevant to the present study are her findings that parents reported 
increased self-confidence in being able to “meet their infants’ needs” and improvements 
in the infant’s ability to regulate “autonomic, motor, and state systems” (p. 239). 
Family Nurture Intervention 
The second current standard of practice for neonatal health education efforts in 
clinical settings is Family Nurture Intervention (FNI), which, like KMC, was also created 
to address the health needs of the preterm infant in the NICU. Developed by Welch, 
Director of the Nurture Science Program at Columbia University Medical Center 
(CUMC), and colleagues, FNI was designed to offset the consequences of infants’ 
adverse experiences in the NICU, where their first sensations of touch involve 
“unpleasant and painful procedures” (Hane et al., 2015, p. 189). The FNI intervention is 
grounded in Welch’s extensive clinical experience and her Calming Cycle theory of early 
behavior and development. The Calming Cycle theory assumes that “emotions arise from 
bodily-based co-conditioning mechanisms in mother and infant/child” (CUMC, 2020). 
These emotions and their corresponding behaviors are “shaped by subcortical 
visceral/autonomic co‐conditioning between mother and infant” (Welch, 2016, p. 1266), 
originating in utero (p. 1271). In line with a Pavlovian conditioning framework, Welch’s 
Calming Cycle theory proposes that the body, via the subcortical visceral activity of the 
vagus nerve, controls emotions and emotional behaviors (p. 1266). Welch has formulated 
two clinically relevant (p. 1272) constructs—(a) “emotional connection” and (b) 
“visceral/autonomic co‐regulation”—as the mechanisms by which Calming Cycle theory 





The FNI was designed to establish an “emotional connection” between caregiver 
and infant that would foster the development of a “Calming Cycle routine” (Hane et al, 
2015, p. 189). Emotional Connection is defined as “mutual comfort and ease in sustaining 
closeness via touch, gaze, voice and timing of responses to one another” (p. 621). A 
typical calming session lasts an hour and consists of four phases: (a) mother and infant 
are mis-attuned, expressed as “varying degrees of upset or dysregulation”; (b) the dyad 
then “comes together physically,” thereby joining together in their distress; (c) together, 
the dyad is able to resolve the distress and attune, both partners transitioning into a state 
of calm; and (d) resulting in “mutual calm that may include eye contact, quiet talk or 
sleep” (Welch, 2016, p. 1267). For the duration of the calming session, the parent or 
caregiver holds the baby while clothed or skin-to-skin. During these sessions, caregivers 
are shown how to provide firm, comforting touch and are encouraged to soothe the infant 
using a soft voice, speaking directly to the baby, “from the heart,” while engaging in non-
intrusive eye contact or gazing with the infant (Hane et al., 2015, p. 192). 
FNI has undergone a randomized controlled trial (Welch et al., 2012) and 
replications trials are underway in New York and Texas, as well as an effectiveness trial 
assessing training and structural needs for scaling up (CUMC, 2020). Welch has 
completed evaluation of an instrument that she devised, the Welch Emotional Connection 
Scale (WECS), to measure her newly created construct “Emotional Connection” (Hane et 
al, 2019). Their review found WECS to be a valid screen for measuring the maternal-
infant interaction and suggested a relationship between Emotional Connection and the 





relationship between Emotional Connection and maternal touch at 36 weeks and in-
NICU. 
With the same aims as the Preparing for Caring intervention—attentive and 
attuned infant care—and with a similar facilitator—support of the dyad, FNI is designed 
to enhance maternal care behavior, operationalized as “a highly sensitive holding 
session” consisting of “high degrees of skin-to-skin contact, gentle touch, positive affect, 
and sensitive vocal stimulation” (Hane et al., 2015, pp. 192-193).  
The Preparing for Caring Program and Its Theoretical Basis 
The Preparing for Caring program addresses the need for sensitive and 
responsive parenting skills-building in families who experience economic stress, have 
fragile social support networks, and suffer from chronic health conditions (Center on the 
Developing Child, 2017). The Preparing for Caring program is a 2-hour perinatal health 
education workshop combining lecture, embodiment, and experiential learning to foster 
the development of infant touch and handling skills in pregnant parents and infant 
caregivers.  
Attachment Theory 
Dr. John Bowlby was a British psychoanalyst who developed attachment theory 
using evolutionary theory, control systems theory, and ethology as the framework for an 
interactive behavioral system grounded in the shared experiences between an infant and 
her primary caregiver. According to Bowlby’s theory, attachment’s main function is 
survival: to protect the infant from harm and to ensure survival. In normal development, 





The normal infant quickly adapts her behavior in response to the caregiver’s feedback. 
This behavior develops into an attachment behavioral system which the infant activates in 
order to bring the caregiver near when the infant is frightened or anxious. This system, 
known as secure attachment, when functioning appropriately, is what forms the basis for 
the infant’s development of autonomy, agency, and the ability to explore (Posada & 
Kaloustian, 2010). 
Duhn’s (2010) review examined the importance of touch as the earliest and most 
fundamental of the sensory systems to develop, vital in the formation of healthy and 
secure attachment. In describing its history and concept, Duhn said that attachment theory 
was an “innate behavioral system monitoring events indicative of potential danger or 
stress” relative to the “accessibility to the attachment figure, wherein this desire for 
proximity becomes a set goal of the system” (p. 295). Furthermore, Duhn found that 
“nurturing parental touch” acted via the infant’s “sensory pathways” to form healthy and 
secure attachment (p. 295).  
Duhn hypothesized that the importance of touch for the infant’s development  
lay in the transmission of “comfort and the opportunity for learning” and was equally 
important for the mother’s “sense of connectedness with the infant” as for the infant’s 
development of an attachment bond with the mother (p. 296). Duhn found that parenting 
support programs that help mothers “learn about their babies through touch” are needed 
to encourage this “important maternal behavioral system that enhances their relation with 
their infant” (p. 299). Duhn suggested that future research should explore “interventions 
that support nurturing touch, with a specific focus on high-risk populations” such as teen 





In citing Montagu’s (1986) seminal work, Touching: The Human Significance of 
the Skin, Duhn (2010) described the pivotal role human socialization plays in the infant’s 
experience of tactile stimulation (p. 297), forming the relationships that are “the building 
blocks of healthy development “(p. 294). Germane to the present study is “the manner by 
which the infant is held” so that the infant comes to understand “the language of touch, 
affection and involvement” (p. 297). Furthermore, Duhn found an association between 
nurturing touch and secure attachment and, in this same context, described touch as the 
“means of providing the infant stimulation, organization, communication and emotional 
exchange” (p. 298). 
Barnett’s (2005) review of experimental laboratory studies concluded that touch 
impacts “brain development, attachment and in the reduction of stress” for “both infants 
and carers.” Moreover, touch was found to be involved in “the mutual regulatory 
process” as well as being “an external regulator of the affective and behavioural 
organisation of the infant” (p. 122). Barnett’s literature review included a 1987 study by 
Anisfield that demonstrated a significant correlation between the methods used to carry 
an infant and attachment. The studies found that 83% of babies carried in a soft carrier on 
their mothers’ chests (experimental group) were securely attached, compared to the 38% 
of babies carried in a hard carrier (p. 120). 
Bandura’s Self-Efficacy Theory 
Bandura’s (1982) self-efficacy theory forms the mechanism by which the 
Preparing for Caring curriculum was hypothesized to increase maternal self-efficacy. 
The theory states that “the higher the level of induced self-efficacy, the higher the 





people’s sense of personal efficacy to produce and regulate events in their lives” and is 
viewed as a mechanism tied to human agency (p. 122). 
Bandura found a causal relationship between perceived self-efficacy and 
performance (p. 124). More precisely, he found that “perceived self-efficacy was a better 
predictor of subsequent behavior than was performance attainment” (p. 125). Put another 
way, the stronger the perceived self-efficacy, the better the performance (p. 127). Studies 
of perceived self-efficacy were replicated across multiple domains; however, Bandura 
found that “particularized indices of self-efficacy provide refined predictions of human 
action and affective reactivity” (p. 124). Therefore, to accurately measure changes in 
caregivers’ perceived self-efficacy, the current study chose the domain-specific Perceived 
Maternal Parenting Self-Efficacy scale to measure maternal parenting self-efficacy 
before and after the delivery of the Preparing for Caring program. 
Conclusion 
As demonstrated in the preceding sections, touch, holding, and mother-infant 
interaction build the scaffolding for the infant’s neurocognitive development and reduce 
stress while increasing both the mother’s and the baby’s hedonic tone. There is a need for 
sensitive, responsive parenting skills-building in families who experience economic 
stress, have weaker social support networks, and suffer from chronic health conditions 
(Center on the Developing Child, 2017). The Preparing for Caring program fills this 
need for the low-income families in the Early Head Start (EHS) setting, where EHS 
programs “build human capital” (Chase-Lansdale & Brooks-Gunn, 2014, p. 13; Love et 





education and job-skills training with high-quality early childcare and early education to 
offset the impact of the biopsychosocial factors associated with the low-income 
environment.  
Twenty-four percent of all Head Start enrollments are in the EHS division (ages 
0-3 and pregnant mothers). Eighty-seven percent of the mothers enrolled in EHS received 
prenatal health education—an excellent opportunity for the Preparing for Caring 
program to fill the gap in prenatal health education to include the touch, holding, and 
handling skills that play such a vital role in early emotional, mental, and physical 
development. More specifically, this study’s East Harlem EHS setting includes homeless 
families (40%) and provides an opportunity to fill the gap in pre- and perinatal health 
education programs for parents and caregivers, whose socioeconomic and transitional 
housing status has been shown to compromise effective parenting (David et al., 2012). 
This section also reviewed the associations between touch and attachment, and the 
bonding between caregiver and infant (Barnett, 2005; Duhn, 2010; Hagan et al., 2017; 
Duncan, 2017), touch and self-regulation (Anzieu, 1985; Barnett, 2005; David et al., 
2012), as well as touch and neurodevelopment, including cognition, sensation, and 
perception (Barnett, 2005; Carson, 2005; Tajadura-Jimenez & Tsakiras, 2014). 
Furthermore, skills mastery—feeling confident in one’s ability to hold and comfort a 
newborn—promotes maternal confidence, maternal self-efficacy, and a sense of agency 
(Hane et al., 2015; Hsiao et al., 2016; Shea & Tronick, 1988). The literature review has 
also addressed the research gap on touch, specifically on nonprocedural touch, between 





research on touch found an inverse relationship between touch and levels of aggression in 
children and across cultures. 
The literature on the Kangaroo Maternal Care (KMC) and Family Nurture 
Intervention (FNI) programs offered evidence of the benefits of touch for the preterm 
infant and suggested that touch would be beneficial for full-term infants as well. 
Specifically, the World Health Organization (WHO, 2003) found that KMC contributed 
to a healthy caregiver-infant bond and the mothers’ sense of competency, self-esteem, 
and self-confidence, especially in the domains of “handling and feeding” (p. 3; Beal, 
2005; Harrison, 2001; McGrath & Bock, 2002). Like the Preparing for Caring program, 
Welch’s FNI Calming Cycle has its foundation in nonprocedural touch and was designed 
to enhance the caregiver’s behavior by providing the skills needed to establish an 
attentive and attuned emotional connection between caregiver and infant. 
This section also discussed the relationship between skills mastery, self-efficacy, 
and performance as they relate to parental/maternal self-efficacy and the Perceived 
Maternal Parenting Self-Efficacy Questionnaire (PMP-SE) and Maternal Self-Esteem 
scales used to measure preliminary program outcomes. Bandura (1982) found a causal 
relationship between perceived self-efficacy and performance (p. 124)—the stronger the 
perceived self-efficacy, the better the performance. This study hypothesized that the 
Preparing for Caring program would increase parental capacity and perceived self-
efficacy, thereby reducing stress and improving the attachment bond between parent and 
infant in minority urban communities. It would also provide caregivers with the practical 





increased capacity to parent effectively, improving mastery, reducing fears, and 
increasing caregiver satisfaction, which will translate to the infant’s well-being. 
Healthy People’s new topic for 2020, Early and Middle Childhood, supports the 
need for “fostering knowledgeable and nurturing families, parents, and caregivers.” This 
study addressed the importance of the early childhood period in the formation of “healthy 
development and lifelong health” across multiple domains, including the physical, the 
cognitive, and the socioemotional. Early childhood experiences of “inadequate 
caregiving” have been shown to “seriously compromise” these domains of development 
across the lifespan. 
A key objective of this new Healthy People 2020 topic is a focus on interventions 
that foster “knowledgeable and nurturing families, parents, and caregivers,” which is 
precisely the goal of the Preparing for Caring program. In support of this focus, Luby  
et al. (2013) found an association between poverty, unsupportive parenting, and brain 
development, specifically that hippocampal development was mediated by nurturing 
caregiving. Luby et al. recommended targeting caregiving interventions in high-risk 
populations and noted their “high cost-effectiveness” over the long term (p. 1141). 
Healthy People 2020’s Early and Middle Childhood topic emphasized the 
influence of this developmental period on the individual’s lifespan health and well-being 
trajectory. According to Shonkoff (2010), and cited by Healthy People 2020, the early 
inputs from the physical and socioemotional environment will determine “the dynamic 
interplay among the cumulative burden of risk factors and the buffering effects of 
protective factors” for each child. (p. 358). The Preparing for Caring program provides 





responsive, supportive parenting, and comforting and contingent touch that play such an 
important role in healthy development. This study will contribute to closing the gap 
identified by Shonkoff (2010) and Healthy People 2020, between what we know and 
facilitators of acceptance of a perinatal health education designed to improve caregiver 












This research fills a gap in the present literature by studying facilitators and 
barriers to implementation and acceptance of a brief perinatal health education program 
in an urban Early Head Start (EHS) setting. It further conducts and shares the results of a 
pilot study on what an impact evaluation of this program might be on key parenting 
outcomes (for example, newborn handling skills and maternal self-efficacy). This chapter 
provides a comprehensive overview of the methodology used in the dissertation, 
specifically detailing the author’s positionality statement, study goals, and study design. 
Positionality Statement 
The author of this dissertation is a certified Infant Developmental Movement 
Educator (IDME), having graduated in 2015 from the certification training with Bonnie 
Bainbridge Cohen, Occupational Therapist. In addition, this author received her master’s 
degree in developmental psychology from Teachers College, Columbia University  
(2014) and postgraduate training in the Tavistock model of infant observation from  
Drs. Christine Anzieu-Premmereur and Talia Hatzor, directors of the Parent Infant 
Psychotherapy program at Columbia University Center for Psychoanalytic Training and 
Research. The Tavistock model of infant observation was developed by psychoanalysts 
Esther Bick and John Bowlby, the father of attachment theory. It was during this training 





and parent-infant counselor. In addition, the author is a registered craniosacral therapist 
(RCST), trained in using light touch on the cranial bones and sacrum to enhance the 
movement of the cerebrospinal fluid. Her practice includes mothers and infants.  
Study Goals 
The goal of this study was to engage with multiple stakeholders in the Echo Park 
EHS community to identify barriers and facilitators to the implementation and acceptance 
of the Preparing for Caring program, conduct and share a pilot impact analysis on key 
outcomes, and use these collective findings to provide evidence for best practices in 
future pre- and perinatal health education programs located within low-income 
community settings. The author hypothesized that through this formative evaluation 
process, the Preparing for Caring program would ultimately be delivered as intended; 
barriers to program implementation and acceptance would be identified; the program’s 
performance would be enhanced to best meet the needs of the EHS population; and 
through identification of which program components are most likely to be accepted and 
incorporated into daily use by participants, the program and its materials could have  
long-term positive impacts on families. 
Study Design 
The study employed mixed-methods design: both qualitative and quantitative data 
were collected to comprehensively respond to the study’s aims. Prior to implementing the 
pilot program, the researcher organized a focus group comprised of three participants 
representing the priority groups—Early Childhood Educators, Parents/Caregivers, and 





the community. The focus group was led by the researcher who has experience 
facilitating groups. The focus group allowed the researcher and program developers to 
gain a better understanding of how the participants might respond to the various 
curriculum components, eliciting specific and general feedback on both program and 
pedagogic strategies. This feedback informed which of the program components were 
retained, changed, eliminated, or added.  
The Preparing for Caring workshop was implemented and evaluated four times 
on three days on site at The Association to Benefit Children’s Echo Park EHS in New 
York City’s East Harlem neighborhood. Formative evaluation data were collected using 
written surveys to better understand the program’s implementation and to guide future 
perinatal health program implementations in “how to best serve parents and children 
together” (Chase-Lansdale & Brooks-Gunn, 2014, p. 33). Outcome evaluation data were 
collected using written surveys before and after participation in the program. The study 
was planned to begin in the fall of 2018 and to reach 60 participants from the three 
priority groups over five time points. Due to delays in approvals and scheduling conflicts, 
the focus group was held on March 20, 2019; the Preparing for Caring workshop was 
delivered four times on January 23, 2020, January 25, 2020, and January 31, 2020 
(morning and afternoon sessions). 
Study Overview 
Qualitative data were collected from the focus group and captured by the 
researcher through notes taken and a voice recording later analyzed and reviewed with 





curriculum for delivery of the workshop pilot in January 2020. Before and after each of 
the workshops, formative and outcome evaluation data were collected, compiled, 
analyzed, and interpreted (see Chapter V). 
To ensure that the Preparing for Caring program was “fully and effectively” 
experienced (Blase et al., 2013, p. 3) and that participants might receive the full benefits 
of the program, the implementation of the program was formatively evaluated. The 
Preparing for Caring program was implemented four times over a 10-day period in 
January 2020. Implementation data on program delivery were collected to assess fidelity 
of program implementation, barriers to implementation, facilitators to implementation, 
and acceptability of the program. The study collected outcome data on workshop 
participants’ perceived maternal parenting self-efficacy and maternal self-esteem. These 
data were analyzed to share the results of the pilot study on what an impact evaluation of 
the program’s effects on maternal behaviors impacting the newborn’s health and 
development might look like. 
Setting 
From May 2017 until February 2020, the Preparing for Caring workshops at the 
core of this study were held monthly in the Babies! Project’s Chelsea location and 
advertised through word of mouth, email lists, direct marketing, and web-based 
scheduling channels. Beginning in February 2020, the sessions were moved to an online 
format in response to COVID-19 restrictions. Since inception, many different types of 
caregivers—including first-time and second-time expecting parents, new parents, people 





consultants, babysitters, nannies, grandparents, mother and baby yoga teachers, and 
people interested in the IDME approach to developmental movement—have paid 
between $40 and $60 to receive the Preparing for Caring training. The 2-hour workshop 
format has enabled the developers to offer essential information and principles, as well as 
to provide the practice and experience of touch and handling skills, without demanding a 
significant time commitment from busy, urban caregivers and parents-to-be. 
Family members and significant others are encouraged to attend the workshop as 
supportive co-caregivers, providing emotional, psychological, and oftentimes physical 
assistance to the primary caregiver. Caregivers who returned to the Babies! sessions with 
their infants related that the presence of family members at the workshop led to greater 
retention of material and adoption of the lessons. Furthermore, if family members are to 
be involved in the baby’s care and handling, then it is important for the baby to have a 
consistent experience of touch and handling from the multiple caregivers. The primary 
caregiver is also more supported in practicing this approach when her support network is 
informed and supportive of these principles and practices. Caregivers who completed the 
workshop said that, in retrospect, they wished their partners would have attended and 
learned these skills, too.  
Although the Preparing for Caring workshop was originally designed for 
planning and preparing parents who had participated in or heard about the Babies! 
sessions, the developers soon found that there was also interest from doulas, 
grandparents, nannies, lactation consultants, psychotherapists, and Mommy and Me yoga 
teachers. Because the Preparing for Caring workshop offers principles and practices 





works with babies. The curriculum does not require the caregiver to be a mother or a 
biological parent. The developers have demonstrated that these skills are not dependent 
on being a parent: Anyone can learn them. 
While the Chelsea program participants are primarily White and of comfortable 
socioeconomic status, it is the author’s belief that the intervention can be successfully 
implemented in more diverse and lower-income populations. This study was based on 
piloting the existing Preparing for Caring workshop at the Echo Park Early Head Start in 
East Harlem, New York. Locating the study within the Echo Park Center provided the 
study team with increased accessibility to the community served by this important 
neighborhood services hub and contributed to “positive repercussions” for both families 
and the program by locating the program “where children are” (Chase-Lansdale & 
Brooks-Gunn, 2014, p. 27). Study participants were recruited from the Echo Park 
community and included Early Childcare Educators, parents and caregivers, and Echo 
Park administrators and ancillary staff. The Graham School at Echo Park includes 10 
early childhood education classrooms for qualifying children from their East Harlem 
community. This Echo Park site is a multiservice family center and serves as a health, 
education, and justice hub for the East Harlem community (The Association to Benefit 
Children’s website). 
The Association to Benefit Children (ABC) must comply with the stringent 
national standards for performance and professional training that the Office of Head Start 
requires (Love et al., 2005, p. 899). Echo Park’s EHS is a model infant-toddler education 
and care program designed for the local population and, therefore, is an ideal locus for 






The study’s goal was to collect data from a total of 60 stakeholders reflective  
of the number of staff and participants, approximately 100, who are currently a part of 
this EHS community. Participants were purposively recruited from four groups of 
stakeholders: (a) Early Head Start Early Childcare Educators (EHS-ECE), (b) parents  
and caregivers from the Early Head Start community (EHS-PC), (c) Early Head Start 
administrators (EHS-A), and (d) the program developers and observer.  
The EHS-ECE were employees of the Echo Park Early Head Start center and the 
primary Early Head Start-qualified classroom educators for the center’s children aged  
6 weeks to 2 years old. This group includes the early childcare educators providing 
Maternal Home Visiting services associated with this EHS. These EHS center-based 
teachers provide hands-on services to infants and toddlers at the Echo Park location.  
According to U.S. census data published by the Federal Interagency Forum on 
Child and Family Statistics (2018), 24 million children between the ages of 0 and 5 
resided in the United States in 2016. Approximately 60% of these (14 million) were cared 
for by someone other than their parents for an average of 30 hours per week (Parents for 
Action, 2013, p. 7). 
Minimum training requirements for the EHS-ECE include a Child Development 
Associate (CDA), or comparable credential, plus coursework in infant and toddler 
development. The Administration for Child and Families Services’ Head Start Program 
Performance Standards (U.S. Department of Health and Human Services [USDHHS], 
2016) require that all EHS teachers—both center-based and home visitors—are able to 





Early Learning Outcomes Framework: Ages Birth to Five standards of developmental 
progress (USDHHS, 2015). Of note, Head Start’s early childhood development manual 
contains no information on how to approach an infant or guidance regarding touch or best 
practices for holding and handling infants and toddlers. 
Parents and caregivers from the EHS community (EHS-PC) included parents and 
caregivers from the Maternal Home Visiting program, parents and caregivers from other 
community-based programs held at Echo Park EHS, and expectant parents/caregivers 
with a child or children in the Echo Park EHS center. The EHS-A were employees of the 
Echo Park EHS center who oversee programs, provide ancillary services, provide office 
administration, run the library, and perform health and wellness services, as well as other 
activities that are not directly involved with providing caregiving services to infants and 
toddlers. 
The two program developers created and presented the Preparing for Caring 
workshop and run the Babies! drop-in classes that were offered as support following the 
study. The program developers are highly experienced educators with backgrounds in 
anatomy, dance, yoga, embryology, developmental movement, and somatic education  
for students of all ages. Both have trained extensively with Bonnie Bainbridge Cohen, 
dancer and occupational therapist, founder of Body-Mind Centering ®, whose Infant 
Developmental Movement Education (IDME) certification training is taught 
internationally. The principal investigator acted as program observer to augment the 





Recruitment and Informed Consent Procedures 
Overview 
 
An invitation letter was distributed to representatives of the priority groups—
Early Childcare Educators, Parents/Caregivers, and EHS Administrators—asking them to 
participate in the focus group. The letter (Appendix E) provides a brief description of the 
purpose of the focus group, the time commitment, and the potential risks/benefits of 
participation. To introduce the Preparing for Caring program to the Echo Park 
community and to augment recruitment, the researcher coordinated with the Preparing 
for Caring developers to create a flyer for advance distribution to prospective 
participants. The flyer included information about the workshops—the potential benefits 
for themselves, for the babies in their care, and for their community as well as the time 
and place of the workshops. The primary investigator’s email and phone information 
were provided for any questions.  
Upon the advice of the EHS staff and project coordinator, the study author 
attended three early morning sessions at the EHS during the month leading up to the 
focus group, stationing herself outside the classrooms and at the school’s internal 
entry/exit door to speak with caregivers to recruit participants for the focus group and the 
workshops as they dropped off their children for classes. In addition, she met with parent 
groups in the classrooms and distributed over 130 full-color flyers (Appendices H and I) 
promoting the focus group and workshops to interested caregivers and early childhood 
educators. A letter inviting the early childcare educators, parents/caregivers, and EHS 





teachers, and administrators expressed interest, took the flyers, and, in one case, 
completed an informed consent form with the intent to attend. 
Despite these efforts, conducted across 2019 and early pre-COVID 2020, none of 
the invited recruits attended the focus group. Because of the author’s long-term 
relationship with the school, she was able to quickly enlist three administrative staff 
members, including two family caregivers, who had worked at the school in various 
capacities over time and had children, some of whom currently attended this EHS. 
Subsequent to the focus group, when recruiting for the workshops, the study author took 
phone numbers when registering parents for specific workshops after they agreed to have 
someone call to confirm the day before the workshop. This proved effective: All the 
parents who provided their contact information were called (one was by email only) and 
they all attended the workshops as confirmed. The parents affirmed that the reminders 
were important because they were juggling competing priorities and easily forgot. 
While the original plan was to offer the workshop in English and to exclude 
Spanish speakers, following the focus group findings, the sole exclusion criterion for the 
study was having taken the Preparing for Caring workshop at any prior time. As a result 
of the focus group findings, all of the recruitment materials were translated into Spanish 
by a native Spanish speaker, approved by the Institutional Review Board (IRB), and 
distributed as described above for recruitment into the January 2020 workshops. 
Recruitment for the study also relied on the snowball technique—asking workshop 
participants to tell other caregivers, community, and family members about the program 





Data were collected confidentially, but not anonymously as some demographic 
information was collected (for example, gender and race/ethnicity), and the participants 
were asked to provide their zip code for data analysis. However, no identifying names 
were used at any point in the study. Each participant’s survey was given an alphanumeric 
code during the data collection and organization process. It should be noted that all data 
were reported at the group level, and any identifying information or characteristics 
collected during the focus group process were not included at any point during the study 
nor in the process of sharing/disseminating this study’s findings. 
EHS Early Childcare Educators (EHS-ECE) 
The EHS Early Childcare Educators who work with infants and toddlers, as well 
as those educators who periodically rotate into the infant toddler classes, were recruited 
to attend the Preparing for Caring workshops. At the time of the study, there were 12 
ECEs and eight teacher’s aides. The researcher provided all of the EHS classroom 
teachers with the invitation letter and flyer on the potential benefits for themselves, the 
babies in their care, and their community.  
Informed Consent forms were made available for review and explained to each 
prospective participant. The researcher provided clear and easy-to-understand 
background information about the program, its goals and details about the program 
format, descriptions of the potential benefits for themselves, their babies, their EHS 
center, and their community. The voluntary nature of their participation was emphasized. 
The researcher also detailed any potential risks and the time commitment involved. 





services provided are of the highest quality and truly meet the needs of this community—
was shared. 
Adequate time was provided to allow for any questions; all questions were 
encouraged and answered before requesting interested participants to complete an 
Informed Consent form. A signed Informed Consent form was required to complete the 
registration into any of the workshops. For the participants’ convenience, the study 
attempted to offer the workshops during the EHS Professional Development set-aside 
times—usually one afternoon a month; however, this goal was not possible without the 
Department of Education’s continuing education credentialing. 
EHS Parents and Caregivers (EHS-PC) 
To reach the parents and caregivers from the EHS community, the researcher 
attended a variety of community events at the EHS, including the monthly gathering of 
the EHS Home-Visiting families and parents-to-be and the weekly in-class parent 
meetings. The researcher spoke to the groups about the program, about the study’s goals, 
and the potential benefits for themselves, their babies, and their community. The 
voluntary nature of their participation was emphasized. The researcher also noted 
potential risks and required time commitment. The researcher distributed the invitation 
letters and program flyers in English and Spanish, promoting having parents and 
caregivers from the EHS community register for one of the upcoming workshops. 
Adequate time was provided for prospective participants to ask questions during and 
following the presentation events. The researcher attempted to register participants for the 
workshops following the presentation; the researcher went over the Informed Consent in 





For each person who expressed interest in participating in the study, Informed 
Consent forms were available for review and explained to each prospective participant. 
The researcher provided clear and easy-to-understand information about the program, 
about its goals and details about the program format, descriptions of the potential benefits 
for themselves, their babies, their EHS center, and their community. The researcher also 
described potential risks and the time commitment involved. Information regarding the 
purpose of the formative evaluation—to ensure that the services provided are of the 
highest quality and truly meet the needs of this community—was shared. A signed 
Informed Consent form was required to complete the registration into any of the 
workshops. Of note, although all written recruitment materials (i.e., invitation letter and 
program flyer) were available in English and Spanish, the researcher’s presentations to 
parents and caregivers were only in English. 
EHS Administrators (EHS-A) 
To recruit the EHS administrators, the researcher met them and spoke with them 
in their office about the program, the study’s goals, and the potential benefits for 
themselves, the school’s children, and their community; she also distributed the program 
flyer encouraging the administrators to register for one of the upcoming workshops. The 
voluntary nature of their participation was emphasized. The researcher as well noted 
potential risks and the time commitment involved. Adequate time was provided for 
prospective participants to ask questions during and following the meeting.  
For each person expressing an interest in participating in the study, Informed 
Consent forms were available for review and explained to each prospective participant. 





goals, and details about the program format, as well as descriptions of the potential 
benefits for themselves, their babies, their EHS center, and their community. The 
researcher also detailed potential risks and the time commitment involved. Information 
regarding the purpose of the formative evaluation—to ensure that the services provided 
are of the highest quality and truly meet the needs of this community—was shared. 
Adequate time was provided to allow for any questions, and translators were available if 
requested. A signed Informed Consent form was required to complete the registration 
into any of the workshops.  
Program Developers and Observers 
The program developers and observers provided qualitative and quantitative data 
on the program itself, its delivery, and their sense of satisfaction with program delivery at 
each time point. The researcher reviewed and explained the Informed Consent form to 
each developer, using clear and simple language to inform them of the program 
evaluation goals and the potential benefits for themselves, the EHS center, and the 
community. The researcher also described potential risks and the time commitment 
involved. Information regarding the purpose of the formative evaluation—to ensure that 
the services provided are of the highest quality and truly meet the needs of this 
community—was shared. Adequate time was provided to allow for any questions. A 
signed Informed Consent form was required in order to deliver or observe the workshop. 
Contingency and Incentivization Plans 
As the researcher anticipated challenges to the recruitment of 60 participants 





sampling: All registrants were asked to bring someone with them to the workshop  
or to refer someone to register for one of the workshops being offered at the EHS. 
Unanticipated was the sudden appearance of COVID-19 and the abrupt cancellation of 
future 2020 workshops. The study offered a $20.00 gift card as an incentive to attend the 
workshop and complete the pre- and post-implementation questionnaires. The researcher 
also considered obtaining participants’ email addresses for follow-up surveys in case 
participants left the workshop before completing the post-implementation questionnaire; 
however, that was unnecessary as no participants left without completing the post-
implementation survey. 
As an additional incentive, all study participants were invited to participate in the 
ongoing Babies! drop-in classes offered in the Chelsea location. Babies! drop-in sessions 
are free and intended to reinforce the principles underlying the Preparing for Caring 
program, increasing parental capacity, maternal self-efficacy, and level of comfort in 
touching and holding her newborn. The program developers had also offered to hold 
these Babies! drop-in classes in Echo Park’s East Harlem EHS location for study 
participants’ ease of access; however, COVID-19 prevented these from occurring. Note 
that because participant surveys were completed immediately following the Preparing for 
Caring workshop, attendance at a subsequent Babies! drop-in class could not impact 
study outcomes.   
To increase the likelihood of reporting accurate demographic information and to 
protect participants’ personal information, the data collected from all participants were 





based on the group and date of the workshop to track the pre- and posttest data. All 
Informed Consent forms were kept separate from the surveys and stored in a locked file 
drawer in the principal investigator’s office, as were the completed surveys. 
Measures 
EHS Early Childcare Educators, EHS Parents and Caregivers,  
and EHS Administrators 
Participant Demographic Survey. Pre-Implementation: The 13 demographic 
items were created by the researcher for this study. Questions included how much time 
was spent at this EHS, level of education and training, and whether participants had an 
infant or child of their own. Due to the high prevalence (approximately 40%) of homeless 
families attending and served by Echo Park EHS, questions regarding participants’ living 
arrangements referenced Leonard at al.’s (2018) use of the term “transitional housing” to 
describe transitional living programs (TLPs). TLPs are voluntary group shelters that 
provide temporary housing for eligible adolescent mothers and their children. Eligibility 
requirements for TLPs include being between the ages of 13-21, receiving public 
assistance, and having custody of child(ren) (p. e3).   
To avoid potentially causing discomfort or distress by asking participants to 
report on income, the study measured participation in Federal Assistance programs 
SNAP, WIC, Medicaid, Child Health Plus benefits, and whether any child or children 
attend Head Start or EHS as proxies for income. Note that Head Start eligibility is based 






Table 3.1. Income Thresholds for Head Start Eligibility 







7 $40, 120 
8 $44,660 
(New York Head Start, Benefits.gov, 2021) 
 
Perceived Maternal Parenting Self-Efficacy Questionnaire (PMP S-E).  
Pre- and post-implementation: The Echo Park Early Childhood Educators are the primary 
caregivers (30 hours a week or more) for many of the infants in their classroom. It was 
critical to this study to understand how and if the program might be associated with 
changes in the educators’ perceived self-efficacy in performing the maternal parental role 
with their young charges. Using Bandura’s self-efficacy theory to develop a “domain-
specific maternal parenting self-efficacy scale,” Barnes and Adamson-Macedo (2007,  
p. 552) developed the PMP S-E to measure maternal parenting self-efficacy. The scale’s 
developers worked in the neonatal unit with mothers who had given birth to preterm 
infants. The authors developed the scale items based on the existing literature and on 
their substantial domain expertise. In creating the scale, Barnes and Adamson-Macedo 
referred to the two existing scales most closely aligned to their goals: The Maternal 
Efficacy Questionnaire (Teti & Gelfand, 1991) and the Maternal Confidence 
Questionnaire (Parker & Zahr, 1985). The PMP S-E was selected for this study as it was 





Bandurian scale was Froman and Owen’s (1989) Infant Care Survey, which covered the 
period from birth to 12 months. 
The PMP S-E consists of four subscales: (1) caretaking procedures, (2) evoking 
behaviors, (3) reading behaviors or signaling, and (4) situational beliefs (p. 552). The 
final version of the scale consisted of 20 items across the four subscales. Barnes and 
Adamson-Macedo (2007) tested content validity with 10 participants who unanimously 
concurred that the items accurately reflected parenting in a neonatal unit. The authors 
piloted the PMP S-E tool in 1999 with a group of 37 mothers and deleted five of the 
survey items based on the results of the pilot study. 
Internal consistency reliability and construct validity were tested using a 
convenience sample of 160 healthy preterm mother-infant dyads in a sample of neonatal 
units from 2003-2005 in the United Kingdom. External test-retest reliability was 
measured using a subsample of 100 mothers and was correlated at two time points  
(rs = 0.96, P < 0.01). Contrasted group analysis was performed comparing mothers with 
prior healthy births—and therefore expected to have higher maternal parenting self-
efficacy—and first-time mothers. Divergent validity was tested in a subsample of 60 
mothers and found to be significantly, but weakly, correlated with Shea and Tronick’s 
(1988) Maternal Self-Report Inventory and Condon and Corkindale’s (1998) Maternal 
Postnatal Attachment Scale (Barnes & Adamson-Macedo, 2007). 
To determine how the British results would compare with a sample population 
from the United States, Hsiao et al. (2016) tested the PMP S-E tool with a convenience 
sample of 103 preterm mother-infants in a Midwestern U.S. NICU (p. 3 of 6). Their study 





(p. 3 of 6), but cautioned that the maternal environment, socioeconomic status, support 
network, medical access, and mother’s emotional state may have been confounding 
factors (p. 4 of 6). 
For the present study, questionnaire items were modified to change verbs from 
present tense to future tense, as in “I am good at keeping my baby occupied” which 
became “I will be good at keeping my baby occupied.” In addition to the 20 questions of 
the PMP S-E, the researcher created three new questions for the survey specific to the 
Preparing for Caring curriculum. These questions were intended to elicit the perceived 
self-efficacy of the newborn handling skills that are central to the Preparing for Caring 
program’s activities of daily living with an infant: picking up a crying, distressed baby; 
placing a squirming baby onto the floor or other surface; and the caregiver’s tolerance for 
the infant’s pulling and turning away from the caregiver. The modified PMP S-E 
questionnaire for the current study contains 23 items that participants ranked according to 
how much they agreed or disagreed with the 23 statements, with strongly disagree (1), 
disagree (2), agree (3), and strongly agree (4) being the four choices. 
Table 3.2. Perceived Maternal Parenting Self-Efficacy Questionnaire (PMP S-E) 
Item No. Item 
Factor 1. Care taking procedures 
16 I will be good at keeping my baby occupied 
17 I will be good at feeding my baby 
18 I will be good at changing my baby 
19 I will be good at bathing my baby 
Factor 2. Evoking behavior(s) 
5 I will be able to make my baby happy 
8 I will be able to make my baby calm when he/ she has been crying 
9 I will be good at soothing my baby when he/she becomes upset 
10 I will be good at soothing my baby when he/she becomes fussy 







Table 3.2 (continued) 
 
Item No. Item 
12 I will be good at soothing my baby when he/she becomes restless 
14 I will be good at getting my baby’s attention 
Factor 3. Reading behavior(s) or signaling 
1 I believe that I will be able to tell when my baby is tired and needs to sleep 
2 I believe that I will have control over my baby 
3 I will be able to tell when my baby is sick 
4 I will be able to read my baby’s cues 
13 I will be good at understanding what my baby wants 
15 I will be good at knowing what activities my baby does not enjoy 
Factor 4. Situational beliefs 
6 I believe that my baby will respond well  
7 I believe that my baby and I will have a good interaction with each other 
20 I will be able to show affection to my baby 
Additional items specific to newborn handling skills 
21 I will be able to pick a crying baby up off the floor 
22 I will be able to place a squirming baby down on the floor safely 
23 I will be able to understand a baby’s signals when he/she pulls away from me 
 
Maternal Self-Report Inventory (MSI). Pre- and post-implementation: The 
Maternal Self-Report Inventory (MSI) was developed by Shea and Tronick (1988) to 
evaluate maternal self-esteem, which is associated with “the quality of the mother’s 
behavior with her infant” (p. 101). The authors predicted that higher maternal self-esteem 
would be associated with more “facilitative” and less “disruptive” behavior, and lower 
maternal self-esteem would be “more likely to compromise the infant’s development”  
(p. 101). The authors also cited a strong relationship between higher maternal self-esteem 
and the infant’s secure attachment; however, this relationship was not tested by Shea and 
Tronick (p. 109). The current study’s researcher selected the short form MSI to evaluate 
how increasing newborn handling skills and the importance of touch, which are the 






Reviewing the “many diverse factors” (p. 102) that influence maternal self-
esteem, the instrument authors noted that “maternal self-esteem largely depends on the 
mother’s success in interacting and caring for her infant” (p. 103). The MSI scale 
accounts for seven “dimensions of maternal self-esteem” deemed by other researchers 
and found in the literature as “related to successful adaptation to motherhood”: maternal 
caretaking ability, general mothering ability, acceptance of the baby, expected 
relationship with the baby, complications of labor and delivery parental influence, and 
body image/maternal health (p. 105). Most pertinent to the current study was the domain 
of social caretaking skills, which are a subscale of the caretaking dimension. Factored 
into social caretaking skills are (a) showing affection to the baby, (b) holding and 
calming the baby, and (c) understanding and being responsive to what the baby needs  
(p. 106). 
To develop the MSI, the authors created questions for each of the seven 
dimensions and had 10 mothers and five psychologists review, sort, and label by 
category, thus demonstrating face validity of the scale (p. 110). The final 100 questions 
were selected based on how closely they aligned with the authors’ original categories, 
eliminating those questions where there was disagreement on which category was correct. 
The 100 items, consisting of an equal number of positive and negative questions for each 
dimension, were then randomly compiled into a self-report questionnaire, and rated 
according to a five-item Likert scale of “Completely False” to “Completely True.” 
Following its development, the authors tested the scale’s concurrent validity by 
comparing it to the Epstein-O’Brien Self-Report Inventory (1976), “which measures a 





revealed (p. 113). Their hypothesis was that “differences in maternal experiences and 
newborn characteristics” (p. 111) would be positively related to variations in maternal 
self-esteem, with the higher self-esteem ratings associated with better and more positive 
experiences of mothering and of the infant’s behavior. A random sample of 30 healthy 
mother-infant dyads was then selected from a Springfield, Massachusetts, hospital 
nursery. The mothers completed the MSI and the Family Support Questionnaire 2 days 
following the baby’s birth (Time 1) while the babies were assessed with the Brazelton 
Neonatal Behavior Assessment Scale (NBAS). The MSI was administered again during a 
home visit one month following discharge (Time 2). Infants were also reassessed with the 
NBAS. Study mothers were 83.3% White, 70% Catholic, and 93% married and/or living 
with the baby’s father. 
The authors reported that both subscale and total scores were “relatively high,” 
with a “relatively narrow” range across both time points indicating “a great deal of 
stability in maternal self-esteem” (p. 116). Concurrent validity was demonstrated by 
significant correlations at both time points between the MSI and the Self-Report 
Inventory (SRI-shortened form), (0.74, p < 0.001). Furthermore, the authors found the 
relationship between the MSI scores and clinical ratings of maternal self-esteem (0.35,  
p < 0.02) supported the scale’s validity as a measure of maternal self-esteem. Internal 
validity of the MSI was assessed by evaluating the “degree of defensiveness/social 
desirability,” defined as “a stereotypical response which reflects what is socially 
acceptable or valued” with respect to the questionnaire’s responses (p. 118). Correlations 
between the MSI and defensiveness items ranged from r = -.05, p < .39 to .57, p < .001 





total scores and subscales at both time points resulted in the decision to use only the total 
score for further analyses and validation (p. 119). 
External validity between the MSI and 16 independent variables was assessed and 
found to have “a great degree of external validity” while being “related to infant and 
maternal health, maternal perceptions, and maternal behavior with the infant” (p. 123). 
Test-retest reliability was demonstrated by a “Pearson product moment reliability 
coefficient of .85” (p. 123).  
The short form of the MSI, as used in the current study, is comprised of 26 items 
across five of the seven domains. The items were adapted by the researcher to reflect the 
current study’s targeted population of early childcare educators, expecting parents, and 
caregivers. To achieve this, where necessary, the verb tenses were modified from present 
and/or past tense to future tense, as in the following example: from “I found the 
experience of labor and delivery to be one of the most unpleasant experiences I’ve ever 
had” to “I expect the experience of labor and delivery to be one of the most unpleasant 
experiences I’ve ever had.” The early childhood educators are the primary caregivers  
(30 hours a week or more) for many of the infants in their classroom. It was vital for this 
study to understand how and if the Preparing for Caring program may be associated with 
changes in the educators’ sense of maternal self-esteem when performing the maternal 







Table 3.3. Maternal Self-Report Inventory (MSI)  
MSI Item 
Number 
Survey Question Answer Choices 
Caretaking Ability 
MSI 8 I often worry that I may be forgetful and 
cause something bad to happen to my baby 
1- Completely true 
2- Mainly true 
3- Uncertain-neither true nor false 
4- Mainly false 
5- Completely false 
MSI 10 I am concerned that I will have trouble 
figuring out what my baby needs 
1- Completely true 
2- Mainly true 
3- Uncertain-neither true nor false 
4- Mainly false 
5- Completely false 
MSI 17 I worry that I will not know what to do if 
my baby gets sick 
1- Completely true 
2- Mainly true 
3- Uncertain-neither true nor false 
4- Mainly false 
5- Completely false 
MSI 18 It is difficult for me to know what my baby 
wants 
1- Completely true 
2- Mainly true 
3- Uncertain-neither true nor false 
4- Mainly false 
5- Completely false 
MSI 20 I am afraid I will be awkward and clumsy 
when handling my baby 
1- Completely true 
2- Mainly true 
3- Uncertain-neither true nor false 
4- Mainly false 
5- Completely false 
MSI 25 I worry about being able to fulfill my 
baby’s emotional needs 
1- Completely true 
2- Mainly true 
3- Uncertain-neither true nor false 
4- Mainly false 
5- Completely false 
General Ability and Preparedness for Mothering Role 
MSI 2 I think that I will be a good mother 1- Completely false 
2- Mainly false 
3- Uncertain-neither true nor false 
4- Mainly true 
5- Completely true 
MSI 4 I don’t have much confidence in my ability 
to help my baby learn new things 
1- Completely true 
2- Mainly true 
3- Uncertain-neither true nor false 
4- Mainly false 
5- Completely false 
MSI 9 I am confident that I will be able to work 
out any normal problems I might have with 
my baby 
1- Completely false 
2- Mainly false 
3- Uncertain-neither true nor false 











Survey Question Answer Choices 
MSI 12 I expect that I won’t mind staying at home 
to care for my baby 
1- Completely false 
2- Mainly false 
3- Uncertain-neither true nor false 
4- Mainly true 
5-Completely true 
MSI 16 It really makes me feel depressed to think 
about all there is to do as a mother 
1- Completely true 
2- Mainly true 
3- Uncertain-neither true nor false 
4- Mainly false 
5- Completely false 
MSI 21 I feel confident about being able to teach 
my baby new things 
1- Completely false 
2- Mainly false 
3- Uncertain-neither true nor false 
4- Mainly true 
5-Completely true 
MSI 23 I feel that I will do a good job taking care of 
my baby 
1- Completely false 
2- Mainly false 
3- Uncertain-neither true nor false 
4- Mainly true 
5- Completely true 
MSI 24 I know enough to be able to teach my baby 
many things which he/she will have to learn 
1- Completely false 
2- Mainly false 
3- Uncertain-neither true nor false 
4- Mainly true 
5- Completely true 
Acceptance of Baby 
MSI 6 I have real doubts about whether my baby 
will develop normally 
1- Completely true 
2- Mainly true 
3- Uncertain-neither true nor false 
4- Mainly false 
5- Completely false 
MSI 14 I am concerned about whether my baby will 
develop normally 
1- Completely true 
2- Mainly true 
3- Uncertain-neither true nor false 
4- Mainly false 
5- Completely false 
MSI 22 I am confident that my baby will be strong 
and healthy 
1- Completely false 
2- Mainly false 
3- Uncertain-neither true nor false 
4- Mainly true 
5- Completely true 
Expected Relationship with Baby 
MSI 3 I am confident that I will have a close and 
warm relationship with my baby 
1- Completely false 
2- Mainly false 
3- Uncertain-neither true nor false 
4- Mainly true 










Survey Question Answer Choices 
MSI 5 I expect that looking forward to having a 
baby will give me more pleasure than 
actually having one 
1- Completely true 
2- Mainly true 
3- Uncertain-neither true nor false 
4- Mainly false 
5- Completely false 
MSI 11 I worry about whether my baby will like me 1- Completely true 
2- Mainly true 
3- Uncertain-neither true nor false 
4- Mainly false 
5- Completely false 
MSI 15 I doubt that my baby could love me the way 
I am 
1- Completely true 
2- Mainly true 
3- Uncertain-neither true nor false 
4- Mainly false 
5- Completely false 
MSI 26 I am confident that my baby will love me 
very much 
1- Completely false 
2- Mainly false 
3- Uncertain-neither true nor false 
4- Mainly true 
5- Completely true 
Feelings Concerning Pregnancy, Labor, and Delivery 
MSI 1 I expect the experience of labor and 
delivery will be one of the most unpleasant 
experiences I’ve had. 
1- Completely true 
2- Mainly true 
3- Uncertain-neither true nor false 
4- Mainly False 
5- Completely False 
MSI 7 I expect the delivery experience to be 
frightening and very unpleasant 
1- Completely true 
2- Mainly true 
3- Uncertain-neither true nor false 
4- Mainly false 
5- Completely false 
MSI 13 I expect the delivery experience to be very 
exciting 
1- Completely false 
2- Mainly false 
3- Uncertain-neither true nor false 
4- Mainly true 
5- Completely true 
MSI 19 I expect the whole experience of labor and 
delivery will be one of the best experiences 
of my life 
1- Completely false 
2- Mainly false 
3- Uncertain-neither true nor false 
4- Mainly true 







Activity Rating Questionnaire (ARQ). Post-implementation: The Activity 
Rating Questionnaire (ARQ) was created by this study’s researcher based on the 
Preparing for Caring program components. The ARQ was used to identify which 
elements of the Preparing for Caring program were “stickiest”—most likely to be 
retained and used. The same list of program components is the basis of the checklist for 
the program developers and observers to determine program fidelity for each workshop. 
The scale consists of 12 items reflecting the activities that form the foundational 
components of the Preparing for Caring intervention and are rated on a 3-point Likert 
scale from Not Important to Very Important. In addition to the scale, three open-ended 
questions were used to assess participants’ experience with the program and obtain 
contextual information not captured by the quantitative surveys, including which 
activities participants thought were most valuable, which were program facilitators, and 
which were barriers to participants’ experience. Changes were made to the ARQ in 
advance of the pilot program as a result of focus group responses to prioritize individual 
exercises over working with a partner. 
Table 3.4. Activity Rating Questionnaire (ARQ) 
 







1 Sensing your relationship to the floor and 
support from underneath surfaces 
   
2 Changing levels-from sitting (or floor) to 
standing and from standing to sitting (or floor) 
   
3 Experiencing your own touch     
4 Experiencing touch from something or 
someone else: weight sensing and inviting, 
resistance 
   
5 Practice touching with the doll    
6 Holding head and sacrum practice with doll    





Table 3.4 (continued) 
 
 







8 Baby ball practice for self, with optional 
support from a partner 
   
9 Practice picking up, putting down, and 
transferring baby 
   
10 Practice getting up and down from sitting (or 
floor) with baby 
   
11 Practice following baby’s timing and orienting 
baby to what you are going to do (when 
picking up and putting down) 
   
12 Practice positioning baby so she can see where 
she’s going when placing her down 
   
 
Table 3.5. Activity Rating Questionnaire (ARQ) Open-ended Questions 
ARQ ID Question 
13 
In the space below, please tell us what you are taking away with you today? 
What do you want to remember? Feel free to use additional space if needed. 
14 
In the space below, please tell us if there was anything that made it easier 
for you to do any of the workshop activities today?  
15 
In the space below, please tell us anything about any of the activities that 
you think we should know that would make this workshop better for you. 
 
Client Satisfaction Questionnaire (CSQ-8). Post-implementation: The Client 
Satisfaction Questionnaire (CSQ) was developed by Larsen et al. (1979) as an 18-item 
Likert-type scale allowing for four response choices: “1” denoting the lowest level of 
satisfaction and “4” for the highest level of satisfaction. The CSQ-8 is a subset of eight 
items with the highest internal consistency (coefficient = a = .93, Attkisson & Zwick, 
1982, p. 234) and can accurately “measure client satisfaction with services” (introduction 
to the CSQ-8, p. 1 of 3). Attkisson and Zwick (1982) reported that “the correlation 
between the CSQ-18 and the CSQ-8 was .93” (p. 234). CSQ-8 was administered 





CSQ-8, found that the benefit of the CSQ-8 was in its ability to “elicit the client’s 
perspective on the value of services received” (p. 1 of 3). Related to this, construct 
validity of the CSQ-8 was evidenced by its correlation with “client and therapist global 
ratings of improvement” (p. 236). 
To align the CSQ-8 with the services provided by Preparing for Caring, the 
scale’s eight items were adapted for the current study by replacing the words “service” 
and “program” with “skills” and “workshop,” respectively, and replacing “amount of 
help” (item #5) with “number of skills.” In item 8, “seeking help” was changed to 
“having or caring for another baby.” The CSQ-8 contained a ninth item to capture 
comments about the experience with a free-form text box. The item was removed as 
redundant to the free-form comments in the ARQ.  
Table 3.6. Client Satisfaction Questionnaire (CSQ-8), as Adapted for the  




Item ranges from 1-Low to 4-High 






Did the workshop teach you what you 
wanted to learn? 
1- No, definitely 
2- No, not really  
3- Yes, generally 
4- Yes, definitely 
To what extent has our workshop met your 
needs? 
1- None of my needs have been met 
2- Only a few of my needs have been met 
3- Most of my needs have been met 
4- Almost all of my needs have been met 
If a friend were going to have or take care 
of a new baby, would you recommend our 
program to him or her? 
1- No, definitely not 
2- No, I don’t think so 
3- Yes, I think so 












Item ranges from 1-Low to 4-High 
How satisfied are you with the number of 
skills you have learned? 
1- Quite dissatisfied 
2- Indifferent or mildly dissatisfied 
3- Mostly satisfied 
4- Very satisfied 
Have the skills you learned helped you to 
know how to deal more effectively with 
your infant? 
1- No, they seemed to make things worse 
2- No, they really didn’t help 
3- Yes, they helped 
4- Yes, they helped a great deal 
In an overall, general sense, how satisfied 
are you with the workshop you took? 
1- Quite dissatisfied 
2- Indifferent or mildly dissatisfied 
3- Mostly satisfied 
4- Very satisfied 
If you were to have or care for another 
baby, would you come back to our 
program? 
1- No, definitely not 
2- No, I don’t think so 
3- Yes, I think so 
4- Yes, definitely 
 
 
Program Developers and Observers 
 
Participant Demographic Survey. Pre-implementation—The Participant 
Demographic Survey was administered as for Group 1 above and contained three 
additional questions regarding length of time delivering the Preparing for Caring 
program, length of time working with infants, and years of relevant training. 
Preparing for Caring Activity Assessment. Post-implementation: The Preparing 
for Caring Activity Assessment (PFCA) consists of the same list of activities, i.e., 
curriculum components, contained in the ARQ. The Preparing for Caring developers and 
independent observer indicated with a Yes or No whether the lesson was delivered during 
that workshop. The PFCA contains five additional open-ended questions to elicit 
contextual data on how closely they adhered to the curriculum, what changes they made 






Table 3.7 provides a reference for how this study answered the research questions. 
Table 3.7. Measures Matrix  
Research 
Question 
For this aim… 
I need the following 
data sources… 
I will collect 











x  All 
1 To use the formative 
evaluation findings 
to assess program 
implementation and 
fidelity, to inform 




components as well 
as to the program’s 
implementation 
protocols and to 
identify barriers to 
and facilitators of 
acceptance of the 








Feedback on value 







percentage of the 
full program was 























x x All 
2 To identify which 
program components 
are most likely to be 
accepted and 
incorporated into 
daily use by program 
participants. 
Rating of class 
activities 
Likert scale and 






 x - EHS-
ECE 
- EHS-PC  
- EHS- A 
3 To conduct and share 
the results of a pilot 
study on what an 
impact evaluation 
would look like on 
participating in this 
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ECE 









Data Collection Procedures 
Demographic baseline data were collected on all program participants. The 
researcher collected data on various aspects of program content and delivery as part of 
the formative evaluation to determine if the Preparing for Caring program was delivered 
as intended, to identify any barriers to program acceptance, and to identify which of the 
program components were most likely to be retained and used in the future. In addition to 
the formative data, the researcher also collected preliminary outcome data on 
participants’ perceived parenting self-efficacy and maternal self-esteem before and after 
the Preparing for Caring workshop. 
Demographic Data 
The researcher handed out the surveys after participants had completed their 
Informed Consent forms. Each participant received a unique identifier on their survey 
forms. This identifier was logged on the sign-in sheet and checked off when the 
completed form was returned. Participants completed the in-person, paper surveys with a 
pen or pencil while the researcher stood by to answer questions. During the sessions 
when a Spanish translator was present, the translator assisted with responding to 
questions about the surveys. Participants marked their responses on the survey, having 
been instructed to choose the answers that best described their experience today, and the 
researcher collected all copies of the completed pretest surveys before the workshop 
began. After the workshop concluded, the researcher distributed the posttest surveys 





checked off as handed in, the participant received the gift card incentive at that time. 
Please see the Appendices for a full set of the surveys. 
Formative Evaluation Data 
Quantitative data. Because formative evaluation requires collecting data from 
the persons delivering the program, the post-implementation, in-person survey for the 
program developers—Preparing for Caring Assessment (PFCA)—was comprised of the 
same 12 items as the ARQ and served as a checklist for the presenters and observer to 
complete with Yes/No responses. 
Qualitative data. Included in the post-implementation surveys for the program 
participants were three open-ended questions on the ARQ regarding what part(s) of the 
workshop participants found most important, what barriers or facilitators were present, 
and any process improvements they would like to see. These qualitative data were not 
intended to validate the quantitative data collected on the surveys but instead to add to 
our understanding of the groups’ experiences of participating in the workshop. 
In addition, the program presenters and observer completed the PFCA’s five 
open-ended questions providing additional information on adherence to curriculum, 
accommodations made for the physical environment, curriculum adjustments required for 
the workshop population (cultural, religious, language, physical or cognitive), and any 
barriers to delivery of the program not previously identified. These qualitative data were 
not intended to validate the quantitative data collected on the surveys but instead to add 







Outcome Evaluation Data 
 
Quantitative data. Pre- and post-implementation surveys included responses to 
Likert-type scales on the Perceived Maternal Parenting Self-Efficacy Questionnaire 
(PMP-SE) and the Maternal Self- Report Inventory (MSI). 
Qualitative data. None 
Data Management and Organization 
Formative Evaluation Data 
 
Quantitative data on program implementation and fidelity were entered by the 
researcher into Microsoft Excel, where the data were organized by unique identifiers 
which were coded for implementation date/time. With regard to qualitative data, focus 
group data were recorded, transcribed, and analyzed. Key themes were identified by 
counting the number of times curriculum content words were repeated (i.e., “support,” 
“comfort,” “trauma”), and then an analysis of the context within which the words were 
spoken was performed, resulting in recurring themes. The responses to the open-ended 
questions on the surveys were copied into a table using Microsoft Word, and recurring 
key terms and themes were highlighted, analyzed, and synthesized to inform our 
understanding of ways to improve fidelity, decrease barriers, and increase acceptance of 
the workshop material. 
Outcome Evaluation Data 
Pre- and posttest survey data were entered by hand by the researcher into 
Microsoft Excel, where the data were cleaned and any missing data addressed (for 





directly into SPSS (version 26.0) for analysis. Missing values were assigned code “999.” 
Dichotomous variables—Yes and No—were coded as binaries, “1” and “0,” respectively. 
Multiple-choice and Likert-type scales were entered as ordinal and interval variables as 
appropriate. 
Data Analysis Plan 
Demographic Data 
 
The quantitative survey data were analyzed via SPSS version 26.0. Specifically, 
descriptive statistics and frequencies were used to describe key demographic variables 
including age, gender, residential status, neighborhood, racial/ethnic background, 
socioeconomic status, marital and household status, level of education completed, 
employment status, and number of children. 
Research Aims 
Aim 1: To use the formative evaluation findings to assess program 
implementation and fidelity, to inform specific changes and recommendations to the 
program’s curricular components as well as to the program’s implementation 
protocols, and to identify barriers to and facilitators of acceptance of the program 
by multiple stakeholders 
Quantitative variables were collected from the CSQ-8. Data were entered by hand 
by the researcher into Microsoft Excel, where the data were cleaned and any missing data 
addressed (for example, eliminating any duplicate data). The data were then uploaded 
directly into SPSS (version 26.0) for analysis. Missing values were assigned code “999.” 





Multiple-choice and Likert-type scales were entered as ordinal and interval variables as 
appropriate. 
Qualitative variables collected from the focus group were transcribed by hand into 
Microsoft Word to identify key recurring terms and themes. These themes were analyzed 
and organized according to program objectives. Focus group findings were used to 
inform changes to the curriculum as part of the formative evaluation process.  
From quantitative data collected post-implementation on the ARQ and PFCA 
from participants, program presenters, and observer, frequencies and percentages were 
used to identify which program objectives were met and which components were taught, 
and to establish what percentage of the program was delivered at each session and 
overall.  
Qualitative variables consisted of key recurring terms and themes gathered from 
the focus group and the open-ended questions completed by participants, program 
presenters, and observer on the ARQ and PFCA. Key terms and phrases were highlighted 
on the table of responses and used to create a list of themes. These themes were analyzed 
and organized according to program objectives and used to propose changes to the 
curriculum as part of the formative evaluation process.  
Aim 2: To identify which program components are most likely to be accepted 
and incorporated into daily use by program participants 
Quantitative variables were collected from the ARQ. Data were entered by hand 
by the researcher into Microsoft Excel, where the data were cleaned and any missing data 
addressed (for example, eliminating any duplicate or erroneous data). The data were then 





code “999.” Dichotomous variables—Yes and No—were coded as binaries, “1” and “0,” 
respectively. Multiple-choice and Likert-type scales were entered as ordinal and interval 
variables as appropriate. 
Qualitative variables consisted of key recurring terms and themes in the open-
ended questions. Key terms and phrases were highlighted on the table of responses and 
used to create a list of themes. These themes were analyzed and organized according to 
program objectives and used to inform the study of why participants rated the activities as 
they did. 
Aim 3: To conduct and share the results of a pilot study on what an impact 
evaluation would look like on key participant outcomes (including caregiver self-
efficacy and maternal self-esteem) 
Using the quantitative data collected from PMP-SE and the MSI, ordinal and 
interval variables were entered by hand by the researcher into Microsoft Excel, where the 
data were cleaned and any missing data addressed (for example, eliminating any 
duplicate or erroneous data). The data were then uploaded directly into SPSS (version 
26.0) for analysis. Missing values were assigned code “999” and missing responses were 
imputed to ensure that valid responses were obtained. Dichotomous variables—Yes and 
No—were coded as binaries, “1” and “0,” respectively. Multiple-choice and Likert-type 
scales were entered as ordinal and interval variables as appropriate. 
Changes between pre- and post-implementation measures (PMP-SE and MSI) 
were computed by subtracting scores at intake from scores following the workshop. The 
study compared computed scores using paired t-tests. Data from the combined sessions 










Twenty-three participants were purposively recruited from four groups of 
stakeholders: (a) Early Head Start (EHS) Early Childcare Educators, (b) parents and 
caregivers from the EHS community, (c) EHS administrators, and (d) the program 
developers/presenters and an observer. The EHS Early Childcare Educators (total of four 
participants) were employees of the Echo Park Early Head Start center and the primary 
EHS-qualified classroom educators for the center’s children aged 6 weeks to 2 years old. 
They included the early childcare educators providing Maternal Home Visiting services 
associated with this EHS. These EHS center-based teachers have direct contact with 
center families and provide hands-on services to infants and toddlers at the Echo Park 
location.  
Parents and caregivers from the EHS community (total of 17 participants) 
included the parents and caregivers from the Maternal Home Visiting program, parents 
and caregivers who participate in other community-based programs held at Echo Park 
EHS, and expectant parents/caregivers who already have a child or children in the Echo 
Park EHS center. The EHS administrators (total of three participants) who participated in 
the Focus Group were employees of the Echo Park EHS center who oversee programs, 





health and wellness services, as well as other activities that are not directly involved with 
providing caregiving services to infants and toddlers. 
The two program developers created and presented the Preparing for Caring 
workshop and the Babies! drop-in classes that form continuing support for participants 
following the study. The program developers are highly trained educators with 
backgrounds in anatomy, dance, yoga, embryology, developmental movement, and 
somatic education for students of all ages. Both have trained extensively with Bonnie 
Bainbridge Cohen, dancer and occupational therapist, founder of Body-Mind Centering 
®, whose Infant Developmental Movement Education (IDME) certification training is 
taught internationally. The primary investigator acted as program observer to augment the 
reliability of program fidelity measures. 
All study participants were women, each of whom completed a questionnaire 
before and after receiving the program. The women ranged in age from 24 to 52 years of 
age (mean 35.5, mode 36, SD 6.134), with one participant not responding. Eighty-one 
percent self-reported as parents and 19% as teachers. Fifty-seven percent spoke English 
and 43% spoke Spanish as their first language, choosing to complete their questionnaires 
in Spanish. All women except one had children, with 71% having three or less (mean 
number of children 2.81, mode 3, SD 1.209). Fifty-five percent of the participants 
indicated that their child/children attend a Head Start school.  
Fourteen (67%) of the women were either married or living with a partner and 20 
(95%) lived in rental housing. Eleven (53%) of the sample population had completed 
high school, with three (14%) not having completed and seven (33%) having some 





work, compared to those who worked full- or part-time (7, 34%). Most participants 
received financial assistance for food (SNAP and WIC) and health care (Medicaid/ 
CHP)—62%, 52%, and 57%, respectively. Fifteen (71%) participants identified as Latino 
or Hispanic American; four (19%) identified as Black, Afro-Caribbean, or African 
American; and two (10%) as Non-Hispanic White or Euro-American. 
Table 4.1. Sample Characteristics 
Variable Trait N (of 21) % 
Age (years)* 24-29   3 15 
 30-39 14 70 
*N = 20 40-52   3 15 
Role Parent 17 81 
 Teacher   4 19 
Language English 12 57 
 Spanish   9 43 
Number of Children 0-3 15 71 
 >3   6 29 
Children enrolled in Head 
Start 
Yes 11 53 
Relationship status Single   7 33 
 Married   9 43 
 Live with partner   5 24 
Housing Rent 20 95 
Education < High school   3 14 
 High school grad 11 53 
 Some college   3 14 
 Bachelor’s degree   3 14 
 Graduate school 
(MA/EdD/PhD) 
  1   5 
Employment Full-time   5 24 
 Part-time   2 10 
 No work 14 66 
SES SNAP 13 62 
 WIC 11 52 
 Medicaid/CHP 12 57 
Racial heritage Latino or Hispanic 
American 
15 71 
 Black, Afro-Caribbean, or 
African American 
  4 19 
 Non-Hispanic White or 
Euro-American 







Research Aim 1 
To use the formative evaluation findings to assess program implementation 
and fidelity, to inform specific changes and recommendations to the program's 
curricular components as well as to the program's implementation protocols and to 
identify barriers to and facilitators of acceptance of the program by multiple 
stakeholders 
In line with existing research on formative evaluations (Dehar et al., 1993; 
National Implementation Research Network, 2016; Research and Evaluation Department 
from the Museum of Science, Boston, 2013; Saunders et al., 2005), it is important to 
understand what facilitators and barriers to implementation may exist within the 
organizational structure, the environment, and the target population to subsequently 
maximize program implementation, fidelity, and ultimately improved health outcomes. 
Indeed, the systematic identification of specific barriers and facilitators to 
implementation and delivery of the Preparing for Caring program was conducted to 
understand how best to meet the needs of the intended EHS population and to inform 
future perinatal health education programs in similar communities of high-risk and high-
trauma burden wishing to fill gaps in perinatal health education and best support families. 
To address these questions, the researcher analyzed quantitative and qualitative data 
reported by participants on the Activity Rating Questionnaire (ARQ), data from the post-
implementation survey completed by the program presenters and observer, qualitative 
data collected during the focus group, and observations noted by the principal 





Recruitment. The greatest barrier to program implementation was recruitment. 
This was not entirely unexpected as the EHS coordinator had indicated during the 
planning of the program that their experience with similar projects was that turnout for 
extracurricular activities at the school was chronically low. Upon the advice of the EHS 
staff and project coordinator, the researcher attended three early morning sessions at the 
EHS during the month leading up to the focus group, stationing herself outside the 
classrooms and at the school’s internal entry/exit door to speak with caregivers to recruit 
participants for the focus group and the workshops as they dropped off their children for 
classes. In addition, she met with parent groups in the classrooms and distributed over 
130 full-color flyers promoting the focus group and workshops to interested caregivers 
and early childhood educators. A letter inviting the early childcare educators, 
parents/caregivers, and EHS administrators was also distributed to all classrooms. 
Parents, teachers, and administrators expressed interest, took the flyers, and, in one case, 
completed an Informed /Consent form with the intent to attend. 
Despite these efforts, conducted across 2019 and early, pre-COVID 2020,  
none of the invited recruits attended the focus group. Because of the author’s long-term 
relationship with the school, she was quickly able to enlist three staff members—two 
family caregivers and one EHS administrator—who had worked at the school in various 
capacities over time and had children, some of whom currently attended this EHS. 
Subsequent to the focus group, when recruiting for the workshops, the researcher took 
phone numbers when registering parents for specific workshops after they agreed to have 
someone call to confirm their planned attendance the day before the workshop. This 





was by email only) and they all attended the workshops as confirmed. The parents 
affirmed that the reminders were important because they were juggling competing 
priorities and easily forgot, even when they wanted to do it. The study also found that 
these competing priorities—jobs, other children requiring childcare, other children in 
other schools—meant that once the parents left the school premises, they generally did 
not return until they had to pick up their children at the end of the school day. 
To facilitate recruitment, parents told us that holding the workshop at the end of 
the school day—when parents were there to pick up their children, and having childcare 
available for the parents while they participated in the workshop—would allow them to 
attend. As one of the early childhood classroom teachers who is also mother to two of the 
EHS children told us, “I would love to attend the workshop and/or focus group, it sounds 
so interesting and valuable. My day ends at 3:00—if we could have the workshop then, I 
would definitely join.”  
For the home visiting parents who attended the workshop during one of their 
scheduled monthly meetings, the study found that having the children come out of the 
group and do an activity with the home visiting staff while the parents attended the 
workshop was moderately successful. Reflecting on the ARQ question, “Please tell us if 
there was anything that made it easier for you to do any of the workshop activities 
today?” parents responded that the childcare provided during the workshop made their 
participation easier. Specifically, with the children attended to, the caregivers could 
participate freely in the workshop. However, the children’s activities were held in the 





child minders and ran to their parents, interrupting their parents’ ability to focus. Despite 
these distractions, both the program teachers and the parents acknowledged that this was 
to be expected when working with young children, and it did not disrupt the flow of the 
class or the delivery of the material. Participants noted that “the help of others holding 
my baby” (i.e., childcare provided during workshop) facilitated the participants’ 
attendance and allowed them to engage more fully with the materials presented and 
considered it a benefit of their experience. 
Also, as a result of the focus group findings, recruitment in English rather than 
Spanish, or bilingual, meant that many families were not reached directly during the in-
person recruitment events. Although all study materials, including written recruitment 
materials, were translated into Spanish, the researcher’s inability to converse easily in 
Spanish was a barrier to recruiting the school’s 60% Spanish-speaking families. Future 
studies might benefit from having a native language speaker participate in the recruitment 
effort. 
Organizational structure. The study encountered challenges establishing 
internal channels and engaging change champions within the EHS organization who 
would be accountable for communications between the school and the researcher. There 
was no single point of contact with accountability who could marshal disparate groups of 
individuals (i.e., staff, parents, community) on a through-line. There was a point person 
who shepherded the initial proposal through the administrative channels, leading to the 
presentation at the parents’ council in 2018; however, the study lacked a project 





the parent council approval and study implementation may have resulted in a loss of 
momentum and interest from families who had participated in the council’s review and 
approval of the program. 
As an example of the challenges faced to gain support from the school’s staff, the 
prenatal home visiting team lead was approached following the focus group, once again 
before the pilot program, and again following the January workshops to get her help to 
enroll the prenatal families. The team lead was unavailable during the first outreach 
attempts, and, when finally contacted directly during one of the workshops, she disclosed 
that she had two prenatal families and was trying to recruit more families for her home-
based prenatal program. She suggested waiting until a future time when she had at least 
six families to invite into the study. A subsequent conversation in February determined 
that the limitations imposed by COVID-19’s advancing threat required that we postpone 
further recruitment. 
Staff, facility, and logistics. During recruitment sessions and in advance of the 
focus group, members of the early childhood staff expressed their interest in attending the 
program while simultaneously bemoaning their unavailability due to a lack of staff to 
relieve them of their teaching duties so they could attend. In early discussions with school 
leadership, the researcher proposed offering the pilot program as professional 
development for staff, during their workday, to increase staff participation; however, 
Department of Education (DOE) requirements for professional development made this 
program ineligible for professional credit. To overcome this barrier, a future program 





development and continuing education credits as an incentive for staff to participate and 
coordinate with the school administrators to offer the program as professional 
development during the school day with adequate back-up staffing.  
From a logistics perspective, parents and teachers told us that the workshop 
should be scheduled at the end of the school day. An additional benefit to scheduling the 
workshop at the end of the school day, provided that onsite childcare is available for the 
participants, is that both parents who are picking up children and teachers whose workday 
is over are already onsite and do not have to overcome the barrier of travel or distance to 
attend.  
The study also encountered physical facility barriers to implementation and 
fidelity. The focus group was held in the school’s small library, a quiet room reserved for 
the focus group and separate from other school activities occurring at that time. However, 
the room also contained the staff’s mini-refrigerator and microwave, resulting in 
numerous disruptions during the focus group when teachers and staff entered to take out 
their stored food and warm it. To eliminate this disruption, having a dedicated space, 
separate and not used for any other purpose during the workshop or focus group, would 
be warranted.  
A related barrier to both program implementation and fidelity was the lack of a 
dedicated space for all the workshop sessions that were held over the course of multiple 
days. The lack of a consistent, reserved room led to confusion during recruitment and on 
the days of the workshops. This also required the program teachers to move materials 





and privacy anew by assessing the needs and resources of each space. This impacted the 
ability of the program teachers to deliver the workshop in a uniform and consistent 
manner. To overcome this barrier, it would be necessary to secure a single, reserved 
space to be used for all the workshops, allowing a private, dependable, and comfortable 
space for both participants and program teachers. 
Fidelity. A key feature of formative evaluations is the assessment of program 
fidelity—how adherent to the program curriculum were the program teachers at each 
timepoint, and how might fidelity be improved to ensure the reliability of study findings. 
To that end, the Preparing for Caring presenters and the researcher, as an observer, 
completed the Preparing for Caring Assessment (PFCA) survey after each workshop, 
indicating Yes (1) or No (2) for having delivered each of the curriculum items. The 
checklist consisted of the same 12 core curriculum items from the ARQ that the 
participants completed.  
Findings from the post-implementation survey showed that eight of the 12 (67%) 
core elements were executed during all four workshops. Elements three and five 
(“Experiencing your own touch” and “Practice touching with the doll,” respectively) 
were omitted from the first workshop. Items four and eight (“Experiencing touch from 
something or someone else; weight sensing and inviting; resistance” and “Baby ball 
practice for self, with optional support from a partner”) were omitted from the second of 











Table 4.2. Preparing for Caring Assessment (PFCA) 
 
The presenters and observer post-implementation surveys also included five open-
response questions (see Table 4.3) that were intended to elicit feedback on the types of 
changes required to meet the physical, social, cultural, and environmental needs that 
might arise in the workshops.  
Table 4.3. Preparing for Caring Assessment (PFCA) Open-ended Questions 
PFCA ID Question 
13 In the space below, please tell us how much you kept to the planned curriculum 
and how much you improvised, did something new, or forgot something. Please 
tell us why.   
14 What changes did you make in how you delivered the workshop? 
15 Tell us about any adjustments you made to accommodate the new environment, 
i.e., space, lighting, floor, furniture. 
16 Tell us about any adjustments you made to communicate with the workshop 
group today, i.e., cultural, religious, language, physical or cognitive abilities. 





Activity/Core Element Performed at Each of 4 Timepoints with 
Both Presenters Responding (1 = Yes and 2 = No) 
Yes No 
1 




Changing levels-from sitting (or floor) to standing and from 
standing to sitting (or floor) 
8 0 
3 Experiencing your own touch  6 2 
4 
Experiencing touch from something or someone else; weight 
sensing and inviting; resistance 
7 1 
5 Practice touching with the doll 6 2 
6 Holding head and sacrum practice with doll 8 0 
7 Baby ball practice with doll 8 0 
8 Baby ball practice for self, with optional support from a partner 7 1 
9 Practice picking up, putting down, and transferring baby 8 0 
10 Practice getting up and down from sitting (or floor) with baby 8 0 
11 
Practice following baby’s timing and orienting baby to what you 
are going to do (when picking up and putting down) 
8 0 
12 







These responses revealed three main points of accommodation and adjustment to 
the intended curriculum: the simultaneous translation between English and Spanish 
caused the presenters to (a) speak more slowly, i.e., “slow down and speak in simple, 
easy to translate sentences,” and (b) focus on concrete actions and less on theoretical 
concepts, i.e., “more demonstration and practice with dolls because of limited ability to 
speak and understand Spanish.”  
While each of the locations had its own advantages and challenges, the two 
workshops held in the gymnasium had to adjust not only to the physical location, which 
was large and difficult to maintain a cohesive container for the workshop, but also to the 
audio aspects of the large space. To manage the spatial challenge, the presenters moved 
the participants’ tables tightly together, creating a nucleus within the larger space. To 
overcome the challenges of the intermittent blaring of Metro North trains and 
loudspeakers, the presenters noted that “Because of all the noise and activities in and 
outside the room, we looked for moments of relative quiet to introduce each new idea.” 
In summary, the identification of barriers and facilitators to implementation and 
delivery of the Preparing for Caring program was performed to understand how best to 
meet the needs of the intended EHS population and to inform future perinatal health 
education programs in similar communities. This study found that the biggest barrier to 
implementation was recruitment and, that to overcome this barrier, more advance work is 
required to establish strong relationships within the EHS leadership organization—both 
school administrators and parent influencers—before undertaking the recruitment 





speaking recruiter from within the school’s leadership. Future programs would be advised 
to ensure that the recruitment efforts reflect the demographics of the intended population. 
Another barrier to recruitment was the “when” and “where” of the workshops. 
Few families were available to attend workshops in the middle of the day during the 
week. Saturdays and afternoons after school proved to be the most accessible for families 
wishing to participate. The addition of onsite childcare proved to be a facilitator for 
families to attend. Lastly, consideration needs to be given to the most effective incentive 
for this population and future programs. Understanding what the families value, what 
would motivate them to attend the program, is necessary to ensure that implementation is 
successful. 
Program fidelity was impacted primarily by having to accommodate to the 
changing locations of the workshops, requiring adjustments to program delivery. While 
each workshop was presented to a different group of participants, each group consisted of 
Spanish and English speakers; therefore, having simultaneous translation in place 
allowed the presenters to deliver the curriculum components consistently and with little 
variation. Future programs would be advised to include simultaneous translation in 
preparations and planning according to the makeup of the population. 
In line with existing research on formative evaluations of programs that have not 
been established long term, it is important to understand what barriers and facilitators 
exist for this perinatal health education program and for its delivery. Identification of 
barriers and facilitators was performed to ensure that the program meets the needs of the 
intended EHS population, and to inform future perinatal health education programs in 





anticipate and which pathways to mitigate so these programs can best be accepted and 
adopted by members of the community where the need is greatest is vital to the 
program’s success. One of the goals of the focus group was to identify and reduce 
potential barriers to acceptance of the pilot Preparing for Caring program prior to 
implementation. One of the goals of the subsequent study was to understand what the 
data could tell us about program acceptance. 
Trauma. One barrier to program acceptance was the high burden of trauma 
encountered in the families who participated in the pilot program. Most families at the 
center were composed of single parents, foster parents, and grandparents as primary 
caregivers. The focus group feedback warned that  
families with trauma might feel uncomfortable with someone else touching them 
and not at that level yet to resolve this and be in the space; And then just being 
mindful if you do have a lot of families who do not have a partner, you know we 
have a lot of single parents. We have grandparents who are the primary 
caregivers, we have foster, so keeping in mind that maybe even having that 
intentionally be an individual type of experience might be beneficial for the 
group. 
 
To facilitate acceptance of this project by this community, the consensus of the 
focus group was to make individual or solo practice the primary teaching method, with 
two-person interactions as optional. “It’s just my comfort level personally with some of 
it. It’s not all the way there, especially with people touching me.” Focus group feedback 
suggested three further facilitators to reduce this barrier: laughter and fun; the 
introduction of comfort and support at the beginning of the workshop; and more ice-
breaker activities like the handing back and forth of the water balloons as a substitute for 





over the course of the workshop demonstration (14 times in 90 minutes) was notable, 
indicating a high level of engagement and signifying acceptance.  
Outsider status. A compelling and heuristic barrier to program acceptance also 
identified by the focus group participants was the outsider status of the program 
developers/teachers. Discussion of possible barriers revealed the importance of 
acknowledging the potential for two White women to be perceived as interlopers or 
“colonizers.” Following this acknowledgment, the group agreed that presenting the 
developers’ extensive experience with over 800 babies at the beginning of the workshop 
would help participants understand why these outsiders were suggesting behavior change. 
The participants’ overwhelming response was: “Add information about the Babies 
Project and Infant Developmental Movement Education (IDME) and over eight hundred 
babies over ten years to the introduction so we understand the why of the various 
activities and the principles underlying them.”  
Resistance to behavior change may be compounded by the high burden of trauma 
and consequent anxieties in this population. According to Dunn et al. (2005), “premature 
focus on action with patients who are not yet ready to change will only provoke 
resistance” (p. S27). Importantly, the authors found that exploring “why change might  
be desirable” was more effective than telling patients how and what to change, and 
“dramatically” increased their “rapport with their patients,” laying down the trust 
required for change (p. S27). There was unanimous agreement in the focus group on the 
importance of introducing the origins of the workshop to help parents and caregivers 





creators’ vast reservoir of 10-plus years of experience with over 1,000 babies and their 
caregivers, and not as White women telling them what they should do.  
New and divergent ideas. The focus group also identified unfamiliarity with the 
new and divergent ideas about touching and holding infants as a potential barrier to 
acceptance of the program by the target population. “A lot of our parents are used to 
doing things a certain way and showing them this way, okay why is this way better as 
opposed to the way I’ve been doing it. And you guys do a good job at explaining it but 
getting them to adapt to the new way of doing it, to change it.” To enter into their 
community as guests who must overcome the challenge of changing behavior, there must 
be ownership of their privileged status as well as an explicit countering by the program 
developers of any implication that caregivers are “wrong.” The developers emphasized 
throughout that there is no wrong way to touch and hold—“all options are on the table.” 
The goal of the developers’ suggestions was for the participants to have agency and to 
make choices among all the options available to them. 
The participants unanimously voiced the need to provide examples, such as how 
side lying was preferable to tummy lying, based on real-life babies and families to 
facilitate acceptance of these new concepts and help them understand why they are 
recommending a particular method or activity. “I think an example—We’ve had a mom 
come in with a baby and showed her this part, and this how we addressed it. Even that 
example I think would help. Just give them more of visual that someone else has done it 
too.” Teaching using examples is a component of vicarious learning, a factor influencing 
self-efficacy (Bandura, 1977; Blyth et al., 2002). Having the opportunity to experience 





differences in the quality of touch. This type of experiential learning is associated with 
self-efficacy. As per Blyth et al. (2002), experience is positively associated with self-
efficacy, i.e., good experiences of touching an infant would be associated with increased 
self-efficacy regarding infant touching. 
Language barrier. Feedback from the focus group also revealed that the Echo 
Park EHS population was 60% Spanish-speaking, and that attempting to recruit or to 
deliver the Preparing for Caring program for English speakers only as originally 
intended would exclude the majority of parents and caregivers. The researcher responded 
by translating all of the recruitment, Informed Consent form, and survey materials into 
Spanish. The Preparing for Caring developers hadb their written materials and handouts 
translated into Spanish and engaged a native Spanish speaker who was also a student of 
theirs to perform simultaneous translation during the workshops. The researcher was 
unprepared for the deaf and mute parent who attended one of the Preparing for Caring 
workshops; however, the session’s participants rallied to support her, typing the 
presenters’ words into her phone so she could read what had been said. To accommodate 
the need for translation during the workshops, the developers reported that they delivered 
less theoretical concepts and more practical activities than originally planned and used 
simpler, more direct language to enable smoother and faster real-time translation from 
English to Spanish. 
Physical limitations. The focus group participants also expressed their concern 
for their community’s physical limitations, especially pertaining to their ability to get up 
from and down to the floor while holding a baby. They expressed the “need to 





agreed that the workshop’s presentation of various options could ameliorate some of 
these challenges. In response to their concerns, Barnaby (co-creator of Preparing for 
Caring) described her experience and expertise teaching adaptive movement skills to the 
elderly and other adults, enabling her to modify and provide alternate options for 
caregivers with movement limitations. 
The researcher adapted the Client Satisfaction Questionnaire (CSQ-8) to evaluate 
participants’ perception of value received from what they learned during the workshop. 
The CSQ-8 consists of eight items which have been shown to “provide a homogeneous 
estimate of general satisfaction of services” (Larsen et al., 1979, p. 201) and is readily 
adaptable to various health/mental health services. Each question has four possible 
answers rated from low (1) to high (4) without a neutral response option. The scale is 
scored by summing the individual item scores for each participant to produce a range of 8 
to 32, with high scores indicating greater satisfaction. It may be meaningful to collapse 
the scores into three ranges (low: 8-21; medium: 21-26; and high: 27-32), as Larsen et al. 
(1979, p. 202) did to examine the correlates of satisfaction.  
As suggested by the scale’s developers (Larsen et al., 1979), the current study’s 
researcher adapted the eight questions to reflect the activities comprising the Preparing 
for Caring program, for example, replacing the words “service” and “program” with 
“skills” and “workshop,” respectively, and replacing “amount of help” (item five) with 
“number of skills.” In item eight, “seeking help” was changed to “having or caring for 







Table 4.4. Client Satisfaction Questionnaire (CSQ-8) Frequencies 
 N Minimum Maximum Mean 
Standard 
Deviation 
Sum of CSQ 
scores 
21 24 32 30.10 2.119 
 
 




Figure 4.1 illustrates each participant’s summed Client Satisfaction scores, 
demonstrating the overall perceived value of the Preparing for Caring program. With a 
potential range from 8 to 32, with high scores indicating greater satisfaction, our 
population’s scores ranged from a low of 24 to 32, with a mean of 30.10 (SD 2.119) and 
a mode of 32 (also the highest score possible). As seen in Table 4.4, 95.24% of the 
summed scores fell into the high range (27-32), with a single outlier participant scoring 






The results from the CSQ-8 were in alignment with feedback received from the 
focus group, where one of the goals was to explore whether the Preparing for Caring 
workshop would be well-received and perceived as a valuable learning experience for the 
participants. During the longest segment of the focus group, demonstrations of how to 
touch and hold the baby, the participants were very enthusiastic and engaged, as shown in 
this participant’s commentary: “I think it was really informative. It definitely hit, 
would’ve hit in more detail on other questions that I had in the beginning.” There was 
consensus that this section provided answers to many of the questions they had about 
earlier sections: “A lot of our parents are used to doing things a certain way and showing 
them this way, okay, why is this way better as opposed to the way I’ve been doing it. And 
you guys do a good job at explaining it but getting them to adapt to the new way of doing 
it, to change it.” The participants concurred that program creators Barnaby and Matthews 
offered them a new perspective and succeeded in transmitting a new awareness and new 
ideas about handling a baby; this supported the high satisfaction level of responses, as 
reflected in item number four on the CSQ-8, “If a friend were going to have or take care 
of a new baby, would you recommend our program to him or her?” 
Taken together, the data from the focus group and study surveys indicated that 
given the high burden of trauma carried by this population, any practice of touching, even 
when framed as preparation for infant touch and holding, is best performed individually 
and using the dolls and water balloons rather than each other. The study results also 
demonstrated the importance of acknowledging the Preparing for Caring program 





foundation from which the behavior change suggestions are made. These results also 
suggested using examples from that extensive experience to counter resistance to learning 
new methods and ensuring that both language and physical limitations are addressed in 
planning and implementing the program. Lastly, qualitative results from the focus group 
and results from the CSQ-8 indicated the importance of feeling comfortable and 
supported in a safe and inclusive environment. 
Research Aim 2 
To identify which program components are most likely to be accepted and 
incorporated into daily use by program participants 
The formative evaluation component of this study addressed questions related to 
the program processes, fidelity, and acceptability. To answer questions about and 
enhance the program’s processes, effectiveness, and acceptability, the ARQ (see Table 
4.5) was created for the study to identify which elements of the Preparing for Caring 
program were “stickiest”—most likely to be retained and used with the new baby. The 
scale’s 12 items reflect the activities that constitute foundational components of this 
perinatal health education intervention and are rated on a 3-point Likert scale from Not 
Important to Very Important. As part of the questionnaire, three open-ended questions 
were asked to obtain contextual information not captured by the quantitative survey, 
including which activities participants thought were most valuable, which activities 
facilitated adoption, and barriers to acceptance (see Table 4.6 below). Relevant results 









Table 4.5. Activity Rating Questionnaire (ARQ) 
Preparing for Caring Activity  




Sensing your relationship to the floor and support from 
underneath surfaces (n = 21) 
1.05 .218 
Changing levels-from sitting (or floor) to standing and 
from standing to sitting (or floor) (n = 21) 
1.00 .000 
Experiencing your own touch (n = 21) 1.14 .359 
Experiencing touch from something or someone else; 
weight sensing and inviting; resistance (n = 21) 
1.10 .301 
Practice touching with the doll (n = 21) 1.19 .402 
Holding head and sacrum practice with doll (n = 21) 1.05 .218 
Baby ball practice with doll (n = 21) 1.14 .359 
Baby ball practice for self, with optional support from a 
partner (n = 21) 
1.24 .436 
Practice picking up, putting down, and transferring baby 
(n = 21) 
1.19 .402 
Practice getting up and down from sitting (or floor) with 
baby (n = 19) 
1.11 .315 
Practice following baby’s timing and orienting baby to 
what you are going to do (when picking up and putting 
down) (n = 21) 
1.10 .301 
Practice positioning baby to see where she’s going when 




Table 4.5 illustrates the acceptability of each of the 12 program components based 
on a rating of 1-Very Important, 2-Somewhat Important, and 3-Not Important. There was 
unanimous agreement that “Changing levels—from sitting (or floor) to standing and from 
standing to sitting (or floor)” was Very Important (mean = 1, SD = 0). The activity that 
rated lowest in acceptability (mean = 1.24, SD = .436) was “Baby ball practice for self, 
with optional support from a partner,” which 16 (76.2%) found Very Important and 5 
(23.8%) found Somewhat Important.  
None of the Preparing for Caring activities was rated as Not Important, and there 
were two “no responses” for one of the activities: “Practice getting up and down from 





“Changing levels—from sitting (or floor) to standing and from standing to sitting (or 
floor),” discussed above.  
In addition to the 12 scale items, the ARQ included three open-ended questions 
designed to elicit contextual information about the acceptability of the Preparing for 
Caring program lessons. Table 4.6 illustrates the most frequent themes expressed by the 
participants to three open-ended questions intended to further contextualize and evaluate 
which activities were found to be more acceptable, as well as eliciting suggestions on 
improving acceptability for these participants.  
Table 4.6. Activity Rating Questionnaire (ARQ) Open-ended Responses 
Survey Question Top Responses 
1. What you are taking away with you 
today? What do you want to 
remember? (n = 21; 4 missing 
responses) 
• How to pick up and put down baby 
• Hold and holding baby 
• Baby ball 
2. Was anything that made it easier for 
you to do any of the workshop 
activities today? (n = 21; 3 missing 
responses) 
• Hold and holding baby 
• Practice with doll as baby 
• Baby ball 
3. Was there anything about any of the 
activities that you think we should 
know that would make this workshop 
better for you? (n = 21; 5 missing 
responses) 
• Instructors’ demonstrating the 
activities, including floor 
demonstrations 
• Openness of instructors and clarity of 
instructions 
• Simultaneous Spanish translation 
• Availability of childcare 
 
The most frequent responses referenced “hold” and “holding,” mentioned 10 
times overall: five times in response to “what do you want to remember,” for example, “I 
want to remember how to hold baby and remain calm”; “how to hold baby from back and 
bottom.” It was mentioned three times in response to “what made the workshop easier”: 





mentioned in conjunction with “doll” as increasing the ease of the workshop: “holding 
the baby doll” and “holding head and sacrum practice with the doll” made the workshop 
easier. 
Picking up and putting down the baby was identified eight times: five times in 
response to “what do you want to remember,” for example, “I want to remember how to 
put baby to lie down and to pass baby to another person” and “important to the little ones 
how we place baby on floor.” Picking up and putting down was cited twice as making the 
activities easier, for example, “how to carry and set down the baby.” Holding baby in 
“baby ball” was noted four times, twice in response to each of the two acceptability 
questions, for example, “I want to remember baby ball” and “baby ball made the 
workshop easier.” 
All of the responses to the third item asking for suggestions to improve the 
workshop were positive, citing the “openness of instructors and clarity of instructions,” 
the “instructors’ demonstrating the activities, including floor demonstrations,” 
“simultaneous Spanish translation for me,” and “the help of others holding my baby” 
(i.e., childcare provided during workshop). 
These results aligned with similar results from the focus group, where the most 
well-received lessons included exercises that helped the participants find physical support 
and to feel comfortable as a prerequisite to supporting and comforting the baby, as per 
one participant’s comment: “What the ladies here said is absolutely right about having 
that foundation, that support, I like having that concept. I like the whole idea of you 
having a parent just sitting down in a chair and making sure that that you know you’re 





The participants also liked the examples of work the developers had done with 
other babies and their families because they provided “a good explanation of why I 
should do it this way rather than my way/the way I’ve been doing it all along.” They also 
found that more ice breakers would improve the workshop because caregivers who were 
not familiar with each other would be “intimidated” by exercises involving touch with 
unfamiliar partners, as in the following participant’s comment: “Knowing the families 
here and experiencing, yes definitely they would need to make that connection first 
before they felt comfortable doing something.” 
Research Aim 3 
To conduct and share the results of a pilot study on what an impact 
evaluation would look like on  key participant outcomes (including caregiver self-
efficacy and maternal self-esteem) 
The third aim of this study was to conduct and share the results of a pilot study on 
what an impact evaluation would look like on caregiver self-efficacy and maternal self-
esteem.  
Perceived Maternal Parenting Self-Efficacy Questionnaire (PMP S-E)  
To understand how and if the Preparing for Caring program might be associated 
with changes in the participants’ perceived self-efficacy in performing the maternal 
parental role with their young charges, the study utilized Barnes and Adamson-Macedo’s 
(2007) Perceived Maternal Parenting Self-Efficacy Questionnaire (PMP S-E) to measure 
maternal self-efficacy in parenting ability pre- and post-implementation of the Preparing 





(2) evoking behaviors, (3) reading behaviors or signaling, and (4) situational beliefs  
(p. 552). The final version of their scale consisted of 20 items across the four subscales. 
The present study utilized a pre- and post-implementation design but could have also 
used a control and treatment design, had recruitment been more successful. 
For the present study, designed for perinatal health education, the researcher 
modified questionnaire items to change verbs from present tense to future tense, i.e., “I 
am good at keeping my baby occupied” became “I will be good at keeping my baby 
occupied.” In addition to the 20 questions of the PMP S-E, the researcher created three 
additional questions for the survey specific to the Preparing for Caring curriculum. 
These questions were intended to elicit the perceived self-efficacy of the newborn 
handling skills that are central to the Preparing for Caring program’s activities of daily 
living with an infant: picking up a crying, distressed baby; placing a squirming baby onto 
the floor or other surface; and the caregiver’s tolerance for the infant’s pulling and 
turning away from the caregiver. Thus modified, the PMP S-E questionnaire for the 
current study contained 23 items that participants ranked according to how much they 
agreed or disagreed with the 23 statements. Participants’ instructions were to complete 
responses based on the infant(s) in their care. All of the participants, except one, had 
children, and all of the participants were caregivers in some capacity at the EHS. The 
response options included the following: strongly disagree (1), disagree (2), agree (3), 
















Factor 1. Caretaking Procedures 
16 I will be good at keeping my baby 
occupied 
21 67, 3.19 (.680) 74, 3.52 (.928) 
17 I will be good at feeding my baby 21 71, 3.38 (.740) 74, 3.52 (.928) 
18 I will be good at changing my baby 21 69, 3.29 (.845) 76, 3.62 (.921) 
19 I will be good at bathing my baby 21 73, 3.48 (.750) 76, 3.62 (.921) 
Factor 2. Evoking Behavior(s) 
5 I will be able to make my baby happy 21 71, 3.38 (.805) 77, 3.67 (.730) 
8 I will be able to make my baby calm 
when he/ she has been crying 
21 70, 3.33 (.796) 74, 3.52 (.928) 
9 I will be good at soothing my baby 
when he/she becomes upset 
21 66, 3.14 (.793) 74, 3.52 (.928) 
10 I will be good at soothing my baby 
when he/she becomes fussy 
21 66, 3.14 (.793) 73, 3.48 (.928) 
11 I will be good at soothing my baby 
when he/she continually cries 
21 66, 3.14 (.854) 74, 3.52 (.814) 
12 I will be good at soothing my baby 
when he/she becomes restless 
21 65, 3.10 (.831) 73, 3.48 (.928) 
14 I will be good at getting my baby's 
attention 
21 68, 3.24 (.768) 74, 3.52 (.928) 
Factor 3. Reading Behavior(s) or Signaling 
1 I believe that I will be able to tell 
when my baby is tired and needs to 
sleep 
21 75, 3.57 (.746) 74, 3.52 (.928) 
2 I believe that I will have control over 
my baby 
21 67, 3.19 (.680) 71, 3.38 (.921) 
3 I will be able to tell when my baby is 
sick 
21 72, 3.43 (.870) 75, 3.57 (.870) 
4 I will be able to read my baby’s cues 21 68,3.24 (.889) 76, 3.62 (.740) 
13 I will be good at understanding what 
my baby wants 
21 67, 3.19 (.814) 74, 3.52 (.928) 
15 I will be good at knowing what 
activities my baby does not enjoy 
21 66, 3.14 (.854) 71, 3.38 (1.071) 
Factor 4. Situational beliefs 
6 I believe that my baby will respond 
well  
21 67, 3.19 (.814) 75, 3.57 (.811) 
7 I believe that my baby and I will have 
a good interaction with each other 
21 71, 3.38 (.590) 75, 3.571 (.9258) 
20 I will be able to show affection to my 
baby 
21 74, 3.52 (.750) 77, 3.67 (.913) 
Additional Items Specific to Newborn Handling Skills 
21 I will be able to pick a crying baby up 
off the floor 
20 67, 3.24 (7.68) 75, 3.57 (.926) 
22 I will be able to place a squirming 
baby down on the floor safely 
19 66, 3.14 (.910) 75, 3.57 (.926) 
23 I will be able to understand a baby’s 
signals when he/she pulls away from 
me 





Items 21 and 22, specific to the newborn handling skills taught in the Preparing 
for Caring workshop, contained one and two missing responses, respectively. Given the 
small sample size, the researcher consulted with her faculty advisor and determined that 
for these items, an average of the participants’ remaining responses would be taken, and 
the missing response was imputed to ensure that there were 21 valid responses for each of 
the 23 items. 
To explore whether there existed a significant relationship between perceived 
maternal parenting self-efficacy pre- and post-implementation of the Preparing for 
Caring workshop, a paired samples t-test was performed. Actual study results and test 
statistics are below. 
Table 4.8. Mean and Standard Deviation (SD) of Perceived Maternal Parenting  
Self-efficacy (PMP-SE) Pre- and Post-implementation 
 
PMP-SE N Mean (SD) 
Pre-implementation 21 75.24 (15.962) 
Post-implementation 21 81.57 (19.557) 
 
 
Table 4.9. Comparison of Perceived Maternal Parenting Self-efficacy  
Pre- and Post-implementation 
 
Paired differences  
95% Confidence Interval 
of the Difference 
   
 
Mean (SD) Lower Upper t Df 
Significance  
(2-tailed) 




-16.493 3.826 -1.3 20 0.208 
 
  
Upon running a two-tailed paired-sample t-test, we found that the self-efficacy 
scores among this sample of 21 participants were not statistically significantly different 





specific to the infant handling skills taught in the Preparing for Caring workshop, a 
paired-sample t-test was run on each of the three Preparing for Caring-specific items 
(21-23). Actual study results and test statistics are below. 
Table 4.10. Comparison of Self-efficacy Items Specific to Preparing for Caring 
Pre- and Post-implementation 
 
Paired Differences  
95% Confidence 
Interval of the 
Difference 
   
Item Mean (SD) Lower Upper t Df 
Significance 
(2-tailed) 
Able to pick a crying 
baby up off the floor 
-0.333 
(0.966) 
-0.773 0.106 -1.581 20 0.13 
Able to place a 
squirming baby down 
on the floor safely 
-0.429 
(1.028) 
-0.897 0.039 -1.91 20 0.071 
Able to understand a 
baby’s signals when 




-0.874 0.017 -2.007 20 0.058 
 
 
Upon running a two-tailed paired-sample t-test for each of the three infant 
handling skills specific to the Preparing for Caring curriculum, we found that the 
perceived maternal parenting self-efficacy scores among this sample of 21 participants 
were not statistically significantly different between pre- and post-implementation for any 
of the three pairs ([21] t(20) = -1.581, p > .05; [22] t(20) = -1.91, p > .05; [23] t(20) =  
-2.007, p = .058). While the direction of change in self-efficacy trended toward increased 
self-efficacy following participation in the Preparing for Caring workshop, only item 
23—“I will be able to understand a baby’s signals when he/she pulls away from me”—
approached significance (M = -0.429, t(20) = -2.007, p = .058) with higher self-efficacy 






Maternal Self-Report Inventory (MSI)  
To understand how and if the Preparing for Caring program might be associated 
with changes in the participants’ sense of maternal self-esteem when performing the 
maternal parent role, the researcher utilized Shea and Tronick’s (1988) Maternal Self-
Report Inventory (MSI) to measure maternal self-esteem pre- and post-implementation of 
the Preparing for Caring workshop.  
The MSI was developed by Shea and Tronick to evaluate maternal self-esteem, 
which is associated with “the quality of the mother’s behavior with her infant” (p. 101). 
The authors predicted that higher maternal self-esteem would be associated with more 
“facilitative” and less “disruptive” behavior, and that lower maternal self-esteem would 
be “more likely to compromise the infant’s development” (p. 101). In this original work, 
the authors also cited a strong relationship between higher maternal self-esteem and the 
infant’s secure attachment.  
The current study used the short-form MSI to evaluate how increasing newborn 
handling skills and the importance of touch might be related to maternal self-esteem, 
given that “maternal self-esteem largely depends on the mother’s success in interacting 
and caring for her infant” (p. 103). The MSI scale factors in seven “dimensions of 
maternal self-esteem”: maternal caretaking ability, general mothering ability, acceptance 
of the baby, expected relationship with the baby, complications of labor and delivery 
parental influence, and body image/maternal health (p. 105). 
Most pertinent to the current study was the domain of social caretaking skills, 
which are a subscale of the caretaking dimension. Factored into social caretaking skills 





understanding and being responsive to what the baby needs (p. 106). The short form of 
the MSI is comprised of 26 items across five of the seven domains. The items were 
adapted by the researcher to reflect the current study’s targeted population of early 
childcare educators, expecting parents, and caregivers. To achieve this, where necessary, 
the verb tenses were modified from present and/or past tense to future tense, as in the 
following example: From “I found the experience of labor and delivery to be one of the 
most unpleasant experiences I’ve ever had” to “I expect the experience of labor and 
delivery to be one of the most unpleasant experiences I’ve ever had.”  
The MSI self-report questionnaire instructs participants to rate each question 
according to a 5-item Likert-scale of “Completely False” to “Completely True.” The 
items are presented to the participants in a specified sequential order, regardless of the 
associated dimensions. Fifteen of the 26 items require reversing the scales during coding 
so that all scores run into positive scores, indicating higher self-esteem. Scores are then 
summed for each participant to arrive at a total maternal self-esteem score. Scores may 
also be summed within each dimension.  
To explore whether there was a significant relationship between self-reported 
maternal self-esteem pre- and post-implementation of the Preparing for Caring 
workshop, a paired samples t-test was performed. Actual study results and test statistics 
are below. 
Table 4.11. Mean and Standard Deviation (SD) of Maternal Self-Esteem Inventory (MSI)  
Pre- and Post-implementation 
 
MSI N Mean (SD) 
Pre-implementation 21 99.24 (17.233) 





Table 4.12. Comparison of Maternal Self-Esteem Inventory (MSI) Pre- and  
Post-implementation 
 
Paired Differences  
95% Confidence Interval 
of the Difference 
   
 Mean (SD) Lower Upper t Df 
Significance  
(2-tailed) 




-9.464 0.797 -1.762 20 0.093 
 
 
Upon running a two-tailed paired-sample t-test, we found that the self-esteem 
scores among this sample of 21 participants were not statistically significantly different 
between pre- and post-implementation (t(20) = -1.762, p > .05).   
Upon running a two-tailed paired-sample t-test for the Caretaking dimension due 
to its particular relevance for this study, we found that the maternal self-esteem scores 
among this sample of 21 participants were not statistically significantly different between 












Summary of Key Study Findings 
 
 
This study evaluated a novel perinatal health education program, entitled 
Preparing for Caring, teaching infant touch and handling skills to infant caregivers. It 
investigated barriers to and facilitators of acceptance to ensure that the program met the 
needs of the intended Early Head Start (EHS) population, and to inform future perinatal 
health education programs in communities burdened with high risk and trauma. The key 
findings of this effort included qualitative focus group data that suggested the importance 
of disclosing the presenters’ outsider status and experience and the high acceptance of 
infant handling skills pertaining to routine infant care. Further, qualitative focus group 
data found that acceptance of the program as it was conceived would be hindered by the 
population’s high rates of trauma and nontraditional caregiver status, including many 
single, foster, and grandparents. Recruitment was found to be the greatest barrier to 
implementation, and preliminary findings on the two outcome measures—perceived 
maternal self-efficacy and maternal self-esteem—were not significant. 
It is important to note that the current study’s sample reflected the EHS 
community in all but one factor: the absence of participants living in transitional housing, 
with 95% of this sample reporting that they lived in rental housing. Sixty-two percent of 





than half of the sample population had completed high school and twice as many were 
unemployed compared to those who worked full- or part-time. Seventy-one percent 
identified as Latino or Hispanic American; 19% as Black, Afro-Caribbean, or African 
American; and 10% as Non-Hispanic White or Euro-American. These findings will be 
shared with the Echo Park EHS community so that future programs may benefit from this 
study. 
Disclosing Difference 
Acknowledging the potential for the presenters to be perceived as outsiders 
imposing their ideas on the community, findings from the focus group emphasized the 
importance of disclosing their entitlement status. There was unanimous agreement in the 
focus group that introducing the origins of the workshop would help parents and 
caregivers understand that the behavioral change suggestions offered were based on the 
presenters’ extensive experience with over 1,000 babies and their caregivers, and not as 
privileged White women telling them what they should do. 
Acceptance 
The study’s second research aim was to identify which elements of the program 
were most important to the participants and most likely to “stick.” According to results 
from the Activity Rating Questionnaire (ARQ), the “stickiest” elements of the program 
were those that directly addressed activities of daily living, i.e., getting up and down from 
the floor while holding an infant in one’s arms, placing a baby down, or holding the baby 
in baby ball to quiet and comfort the baby. Overall, results indicated that the program was 





Somewhat Important, with none having been rated as Not Important. The ARQ 
concluded with three open-ended questions. Responses to the three open-ended items of 
the ARQ also referenced activities of daily living as the most consequential: how to hold 
the baby—“I want to remember how to hold the baby and remain calm,” and how to pick 
up and put down the baby—“I want to remember how to put baby to lie down and to pass 
baby to another person.” Lastly, those specific items noted as having improved the 
participants’ experience included the simultaneous translation between English and 
Spanish, the availability of childcare during the class, the use of real-life examples, and 
the ice-breaker activities that allowed participants to relax and enjoy themselves. Of note, 
there were 12 (19%) missing responses out of a possible total of 63, which was not 
evident in any of the other surveys. This finding suggested that open-ended questions 
may not be useful for this population, or there may be a need to approach this information 
differently to elicit contextual responses. 
Trauma 
Key findings from the focus group suggested that the population served by this 
EHS was likely to have experienced a high level of trauma, including physical violence 
and abuse. This finding, in turn, led to the alteration of the Preparing for Caring 
approach to emphasize touch and holding with the dolls, water balloons, and other props 
rather than with each other or partners. This finding is meaningful in other ways, too. An 
awareness of the level of family, community, neighborhood violence can inform what 
types of discussions might be needed before even presenting a lesson or exercise 
involving touch. In addition, understanding the caregiver’s relationship with touch could 





component of caring for an infant in one’s care. It might be necessary to partner with 
health professionals who could provide specialized support to caregivers whose 
relationship with touch might require additional care. 
Implementation 
The study asked what the formative evaluation findings suggested about program 
implementation and fidelity, and what changes might improve future programs and 
implementation. The current study found that participant recruitment was the greatest 
barrier to implementation. Knowing that recruitment could be a challenge, based on prior 
studies performed at this EHS, the researcher spent 20 hours on site over the course of  
2 months to ensure that all caregivers—parents, families, teachers, and administrators—
were aware of the project. Despite these efforts, recruitment remained low. 
This intensive, targeted communication plan might have been more effective had 
it been sustained over a longer period of time, with a broad, multichannel communication 
strategy and the engagement of leaders from within the EHS community. Leveraging the 
importance of the participants’ association with the school community, future studies 
might consider the application of the Community-Based Participatory Research (CBPR) 
paradigm to engage the community in collaboration with the investigators “from 
inception through publication and dissemination” (Dunkel-Schetter et al., 2013, p. 615). 
To bring community members into the study as members of the team, there could be a 
focus on identifying parents and teachers who could serve in that capacity as part of 
attendance at school events, presentations, and meetings in the classrooms with parents 





Qualitative data also revealed that parents’ schedules and competing priorities 
should be considered when planning the program and during recruitment. All parents 
who provided their contact information to be reminded of their intention to attend did 
attend a workshop. Further, parents and teachers told us that the end of the school day 
and including the provision of childcare would increase the likelihood of their attending, 
as would holding the workshops on Saturdays when there was a full range of family and 
children’s activities on-site. Recruitment of EHS teachers and staff could be improved  
by making workshop attendance an option for fulfilling professional development/ 
continuing education (PD/CE) requirements. To that end, research on Department of 
Education (DOE) PD/CE eligibility should be initiated and incorporated for future 
implementations. 
The findings also suggested the importance of understanding the organizational 
structure of the target institution. This result manifested itself in several ways during 
planning and may have further impacted recruitment. It was not always clear how and to 
whom internal communications between the researcher and the EHS staff should be 
handled, and delays arose as a consequence. Especially during the planning phase of 
implementation, there was an absence of a liaison between project and school to 
coordinate the multiple stakeholders and address project needs. In the future, project 
management might play a larger role in implementation effectiveness. The study also 
found that some of the teachers/administrators were only made aware of the project via 
the researcher and not their school leadership. This further emphasizes the need for a 






Impacting both implementation and fidelity, the study results suggested that the 
absence of a dedicated and consistent space led to confusion over where the workshops 
were to be held and to disruptions during the classes. Securing a private, consistent, and 
comfortable environment is key to ensuring that participants feel safe and are able to 
explore the new skills they are learning, especially when there is pre-existing hesitancy 
around touch and the holding of infants. The varying spaces also impaired the presenters’ 
ability to deliver the workshop uniformly due to the changing space accommodations 
needed, including the presence and absence of furniture, lighting, and acoustics. Only 
67% of the 12 core components were delivered at each of the four full workshops. The 
presenters responded to the different space requirements and participants’ needs by 
varying the elements of the workshop. In some cases, these were non-material 
adjustments, such as speaking more slowly and simply allowing for simultaneous 
translation. In other cases, core elements such as “experiencing your own touch” were 
omitted.  
Outcome Measures 
The study’s third research aim was to conduct and share the results of a pilot 
study on what an impact evaluation on perceived maternal parenting self-efficacy and 
maternal self-esteem would look like. The present study, limited as it was by a very small 
sample size, found no preliminary relationship between participation in the program and 
caregiver self-efficacy or maternal self-esteem. A possible explanation for the lack of 
significant differences in perceived maternal self-efficacy or maternal self-esteem is that 
parents in EHS programs may have had higher levels of maternal self-efficacy and self-





were significantly more likely to provide supportive parenting (p < .01). The one item 
approaching significance (t(20) = -2.007, p = .058) was found in the infant handling skills 
domain of the Perceived Maternal Parenting Self-Efficacy (PMP S-E) survey, “Able to 
understand a baby’s signals when he/she pulls away from me,” suggesting that the 
program may increase parental awareness of the interactive and contingent co-regulation 
of the mother-infant relationship, consistent with prior work from parent-infant 
psychotherapy (Beebe, 2005) and the Family Nurture Intervention’s facilitation of the 
emotional connection in the Neonatal Intensive Care Unit (NICU) (Welch, 2016). Since 
the present sample was too small to obtain robust results, future studies should build on 
and explore the relationship between an infant handling skills program and perceived 
maternal parenting self-efficacy, and between perceived maternal parenting self-efficacy 
and mother-infant interactive coregulation. Future research could also explore the 
similarities and differences between the Preparing for Caring program and Kangaroo 
Maternal Care outside of the clinical setting to understand how skin-to-skin interventions 
might impact the health and well-being of infants and parents, as proposed by Beal 
(2005). 
Interruption 
And then there was COVID. Once we had concluded our first round of workshops 
and tallied the results, we returned to the EHS in late February 2020 to discuss the next 
round of workshops to ensure that we met our goal of 60 participants while, at the same 
time, the first cases of COVID-19 were diagnosed in NYC. Had COVID not occurred in 
the midst of data collection, the study would have continued until the targeted sample 





Further discussions decided that in-person classes would be postponed until a 
future COVID-safe date, which as we all now know, still remains in the future. Included 
in these discussions was the feasibility of offering the Preparing for Caring program 
using a web platform such as Zoom and continuing with the study online; however, Echo 
Park’s Saturday program director indicated that they were struggling to provide any 
remote classes due to the pervasive lack of internet access and technology for the Echo 
Park EHS community, and they would not proceed with an online version of the program 
(personal communication, August 13, 2020).  
It will not be possible to replicate the workshops done in January 2020, pre-
pandemic, because we have all been changed by adjusting to life with COVID, and this 
could not be truer than for touching and holding. Any future implementations will 
leverage the findings from this study in addition to addressing the potential repercussions 
from enforced social distancing and the additional trauma resulting from the pandemic 
and its unequal and inequitable sequela.  
Study Limitations 
The study’s goal was to collect data from a total of 60 stakeholders representative 
of this EHS community. Actual participation fell well short of that goal, with a total of 27 
participants inclusive of the focus group and presenters/observers. Further, the Preparing 
for Caring program was designed for pregnant and new caregivers, but in our sample, 
none of the participants appeared to be pregnant at the time of the workshop, nor was 
current pregnancy status a question on the surveys. The current study also had a gap in 





Curriculum and Programming Directors would identify and provide incentives for staff to 
attend one of the workshops; however, in part due to the lack of DOE credentialing, the 
study did not benefit from this support. 
Overall, recruitment was hindered by the lack of a Spanish translator for this 
majority Spanish-speaking population. While all written materials, including the 
recruitment flyers and information sheets, had been published in Spanish, recruitment 
was shown to be most effective when the Saturday program administrator, a native 
Spanish speaker, met with and explained the study to the families as they arrived. Future 
implementations might consider what the most accessible forms of communication are 
and to ensure that the priority population is outreached using these channels.  
While the Echo Park EHS serves a large homeless population, its community 
ranking in the nation’s 98th percentile (Neighborhood Atlas, University of Wisconsin 
School of Medicine and Public Health, 2018), no participants reported living in 
transitional housing. It is unclear whether any of our participants belonged to the reported 
60% homeless families (personal communication from ABC’s Early Childhood 
Education Director) because of a decision not to attend or a limitation in our recruitment 
methods, or if participants responded incorrectly to the housing item on the survey. 
Further outreach in the school community and collaboration with the school 
administrators and health staff might increase access for this vulnerable population. In 
addition, fidelity, defined as consistent replication of the program curriculum to each 
group, was attained at best for two thirds of the program delivery. To truly assess any 
impact on outcomes of interest, program fidelity must be improved for future 





selection, and external validity may have been compromised by selection bias and/or 
experimenter effect. To enhance generalizability to other populations, this study would 
need to be replicated and sample size increased. 
Implications for Future Research 
The current study struggled to establish internal channels and to engage change 
champions within the EHS organization who would be accountable for communications 
between the school and the study. Having a single point of contact to marshal disparate 
groups of individuals (i.e., staff, parents, and community) would be an advantage for 
future studies. The appointment of a project or program manager to coordinate would be 
an asset to future implementations. More time would be well invested in forging 
relationships with central decision makers and influencers within the school community. 
Based on personal communications from the school leaders, they were eager to sponsor 
the program; however, their busy schedules required frequent follow-ups that resulted in 
delays and gaps in communication and coordination. As a facilitator to counter this 
barrier, it would be beneficial to have and maintain a strong relationship with the school 
leadership, staff, and parents. Cultivating these relationships is crucial for building the 
trust needed to gain entry and engagement.  
Future studies might also benefit from having a more comprehensive 
understanding of the existing programs that are available at the location and how they 
might complement the program the current study evaluated. The study’s findings also 
suggested that future programs understand how the families interact with the school—do 





parents to remain and elicit active participation? If so, these can be identified and 
leveraged to overcome the recruitment barrier; if no, could a program nucleus be created? 
An example of a healthy program nucleus was the monthly Saturday program held on site 
for children, parents, and community members. School enrollment is not mandatory, and 
all in the community are welcome. The Saturday workshop had higher participation 
drawn from the existing Saturday program. These parents were able to spend 2 hours in a 
learning situation, while on weekdays, parents dropped off their children and left to take 
other children to other schools, go to work, or attend to other activities, and they were not 
able to spend the additional time at school in the study. Further, the Saturday program 
administrator expended greater efforts in advertising the program, handing out flyers, 
speaking to families in Spanish as they entered the building, and directing them to the 
study recruiter to enroll in the study. This administrator also participated in one of the 
later sessions of the program and, in personal correspondence, requested that we offer the 
program again during the Saturday program once COVID-19 restrictions have been 
lifted.  
This study sought to recruit pregnant mothers and caregivers. The enrollment in 
Echo Park’s prenatal home visiting program was at a low point during this study’s 
recruitment and implementation. Future studies, including this one, might explore 
partnering with other home visiting programs such as Harlem Hospital’s Nurse Family 
Partnership program and the Northern Manhattan Perinatal Partnership (NMPP), one of 
22 Maternal and Infant Health Community Health Collaboratives (MICHC) across New 
York State and sponsored by New York State Department of Health (NYSDOH). 





and could include training the home visitors in the Preparing for Caring curriculum to be 
delivered inside the home one time, with “booster” sessions as needed. An advantage of 
the home setting might include increased sensitivity to the potential for household trauma 
as it is related to trauma and domestic abuse. In some cases, referrals to other social and 
health services might be warranted. 
NYSDOH also sponsors Centering Pregnancy pilot initiatives, as recommended 
by the First 1000 Days of Medicaid initiative. Centering Pregnancy is another entry point 
for potential partnering to include Preparing for Caring as an additional learning module 
for mothers and caregivers preparing for birth and life with a new baby. 
Additional avenues for recruitment of pregnant mothers and caregivers could 
include collaborations with organizations that promote breastfeeding, including maternity 
hospitals and the Women, Infants, and Children (WIC) program, under the auspices of 
the U.S. Department of Agriculture, in their clinics where they offer breastfeeding 
counselors, breastfeeding education, and peer supports for new mothers. La Leche 
League also offers breastfeeding support and lactation consultants, and New York City’s 
Breastfeeding Empowerment Zone (BFEZ), located in the Center for Health Equity’s 
Brownsville Neighborhood Health Action Center, promotes breastfeeding and has 
established sites where breastfeeding is encouraged. Their Baby Cafes USA are located 
within their Health Action Centers in the Bronx, Brooklyn, and northern Manhattan, 
offering support and high-quality lactation care at no cost. 
Future studies might also consider evaluating what amount and type of incentive 
would be most valuable to the projected sample population. Following this study’s focus 





turnout, the study revised the original recruitment plan and offered a $20.00 gift card to 
motivate more families to attend. The researcher observed that each participant looked 
forward to receiving the $20.00 gift card following the study; however, based on 
discussions with the EHS administrators regarding ways to increase recruitment, future 
programs might want to consider whether an “in-kind” gift might be preferable, 
suggesting a movie card, an Amazon card, a restaurant certificate, or entry into a lottery 
for a weekend away with childcare provided. Of course, these suggestions were made 
pre-COVID, and further exploration of incentives is needed in light of the adaptations 
required for post-pandemic public health safety.  
Implications for Health Education Policy and Practice 
Health education may not be able to reverse the trauma or directly address the 
social determinants of health––access to healthy and safe environments, to social and 
economic resources, to inclusion and non-discrimination. However, health education can 
contribute to offsetting the deleterious effects of poverty by building knowledge, agency, 
and self-efficacy in the same populations who suffer the most from poverty’s adverse 
effects. The development of individual agency can be of benefit more broadly in 
managing and having control of one’s own health and behavior in the face of 
disadvantage and adversity. Health education by itself will not solve systemic or 
institutional racism and its sequela, but it can counter the effects of these by building 
resilience and promoting healthy parenting and healthy families. Quality evidence-based 





reducing the effects of inequity, and increasing protective factors to offset adversity 
(Shonkoff, 2010). 
Given the impact that COVID has had on delivery of in-person health education, 
what other avenues of delivery can be utilized to the same or possibly greater effect? One 
consideration would be to produce high-quality health education program content for 
frequently visited social media channels, such as YouTube and TikTok. Coordinating 
online program content to be used with a mobile application, i.e., mHealth, has the 
potential for achieving health education program goals while still maintaining public 
health and safety protocols to prevent the spread of COVID. 
It is clear from the overwhelmingly positive feedback from both the focus group 
and workshop participants at this EHS that there is great value in this program for this 
priority population. However, like many health education and promotion efforts, the 
greatest challenge may be found in program uptake by the intended population. The 
highest quality, most useful, most acceptable health education program matters not if no 
one is there to receive the intervention. Overcoming barriers to implementation is 
paramount and leveraging CBPR to engage the community, in collaboration with 
Prochaska and DiClemente’s (1982) Transtheoretical model’s Stages of Change (TTM), 
might be considered for future efforts to understand the needs of the community (CBPR) 
and the individuals’ readiness to change (TTM). 
Health education policy is needed to ensure that vulnerable populations such as 
that of the Echo Park EHS have access to high-quality, evidence-based health education 





being. Programs such as Preparing for Caring can help to offset the adverse 
environmental and social effects of poverty and discrimination. 
Conclusions 
Although this formative evaluation succeeded in identifying components of a 
perinatal health education program most likely to be incorporated into activities of daily 
living, it also revealed areas of opportunity for improving the uptake of a novel health 
education program aimed at reaching a low-income community of families in an urban 
setting, specifically the importance of establishing trust and clear communication 
channels between the study’s principal investigator and a project champion from within 
the institution sponsoring the program. Further, accounting for how and why families 
utilize the school’s extracurricular services may enable future studies to leverage existing 
services and structures to make the program more accessible for the harder-to-reach 
sections of the community, including pregnant and homeless families. Future studies 
would also consider offering the program online as content delivered to popular social 
media channels such as YouTube and in conjunction with an mHealth application. 
Building on the overall positive responses to the Preparing for Caring program 
from the community, the current research suggests that future perinatal health 
interventions be evaluated for their potential to increase parenting self-efficacy and 
confidence in their ability to provide a safe and nurturing environment for their infants, 
key to offsetting the multiple synergistic psychosocial stressors that increase risks to 
healthy parenting and infant well-being. Existing research suggests that interventions to 





brain development (Luby et al., 2013, p. 1141). Quality programs that provide low-
income families with parenting skills can help to offset the economic and social 
conditions that place these families at greatest risk.  
Further research to explore the relationship between parenting self-efficacy and 
infant development—affect, cognitive, and motor—is therefore suggested by the current 
study’s findings. Further, longitudinal studies by Heckman and others suggested that 
high-quality, intensive early childhood interventions can mitigate or even prevent adult 
disease (Campbell et al., 2014, p. 1478). Randomized, longitudinal studies to assess the 
impact of a brief perinatal health education program on parenting and child outcomes, 
including attachment, self-regulation, and biomarkers for inflammatory disease, could 
reveal the real impacts of early intervention in disadvantaged communities. Parents and 
early childhood educators may well be engaged in the application of perinatal health 
education programs that foster high-quality, positive parenting and nurturing 
environments for young children in home and in care—key to meeting Healthy People 








Anzieu, D. (1985). The skin ego, A psychoanalytic approach of the self. Yale University 
Press. 
 
Ardiel, E. L., & Rankin, C. H. (2010). The importance of touch in development. 
Paediatric Child Health, 15, 153-156. 
 
Association to Benefit Children. The Graham School at Echo Park. Retrieved from 
http://a-b-c.org/earlychildhood/graham-school 
 
Attkisson, C. C., & Zwick, R. (1982). The client satisfaction questionnaire: Psychometric 
properties and correlations with service utilization and psychotherapy outcome. 
Evaluation and Program Planning, 5, 233-237. 
 
Bandura, A. (1977). Self-efficacy: Toward a unifying theory of behavioral change. 
Psychological Review, 84, 191-215. 
 
Bandura, A. (1982). Self-efficacy mechanism in human agency. American Psychologist, 
37, 122-147. 
 
Bandura, A. (1999). Social cognitive theory: An agentic perspective. Asian Journal of 
Social Psychology, 2, 21-41 
 
Barnes, C. R. & Adamson-Macedo, E. N. (2007). Perceived maternal parenting self-
efficacy (PMP S-E) tool: Development and validation with mothers of 
hospitalized preterm neonates. Journal of Advanced Nursing 60, 550-560.  
doi:10.1111/j.1365-2648.2007.04445.x 
 
Barnett, L. (2005). Keep in touch: The importance of touch in infant development. Infant 
Observation, 8, 115-123. doi:10.1080/13698030500171530 
 
Beal, J. A. (2005). Evidence for best practices in the neonatal period. MCN, The 
American Journal of Maternal/Child Nursing, 30, 397-403.  
 
Beebe, B. (2005). Mother-infant research informs mother-infant treatment. The 
Psychoanalytic Study of the Child, 60, 7-46. doi:10.1080/00797308.2005. 
11800745. 
 
Beebe, B., & Lachmann, F. M. (2002). Infant research and adult treatment: Co-
constructing interactions. The Analytic Press. 
 
Blase, K., van Dyke, M., & Fixsen, D. (2013). Stages of implementation analysis: Where 








Blyth, R., Creedy, D. K., Dennis, C. L., Moyle, W., Pratt, J., & De Vries, S. M. (2002). 
Effect of maternal confidence on breastfeeding duration: An application of 
breastfeeding self-efficacy theory. Birth, 29, 278-84. doi:10.1046/j.1523-536x. 
2002.00202.x. PMID: 12484390. 
 
Body-Mind Centering ®. (2017a). Course syllabus, Basic Neurocellular Patterns (BNP). 
https://www.bodymindcentering.com/course/basic-neurological-patterns-bnp/ 
 
Body-Mind Centering ®. (2017b). The Educational Process. https://www.bodymind 
centering.com/educational-process/ 
 
Bornstein, M. H., & Tamis-LeMonda, C. S. (2010). Parent-infant interaction. In J. G. 
Bremmer & T. D. Wachs (Eds.), The Wiley-Blackwell handbook of infant 
development. Wiley-Blackwell. 
 
Boundy, E. O., Dastjerdi, R., Spiegelman, D., Fawzi, W. W., Missmer, S. A., Lieberman, 
__., & Chan, G. J. (2016). Kangaroo mother care and neonatal outcomes: A meta-
analysis. Pediatrics, 137(1), e20152238. doi:10.1542/peds.2015-2238 
 
Campbell, F., Conti, G., Heckman, J. J., Moon, S. Y., Pinto, R., Pungello, E., & Pan, Y. 
(2014). Early childhood investments substantially boost adult health. Science, 
343, 1478-1485. 
 
Carson, F. M. (2005). Significance of touch in young children’s lives. National 
Association for the Education of Young Children, 60(4), 79-85. 
 
Centering ® Healthcare Institute. (2018). CenteringPregnancy: How it works. Retrieved 
from https://www.centeringhealthcare.org/what-we-do/centering-pregnancy 
 
Center on the Developing Child. (2017). Serve and return. Harvard University. Retrieved 
from https://developingchild.harvard.edu/science/key-concepts/serve-and-return/ 
 
Chase-Lansdale, P. L., & Brooks-Gunn, J. (2014). Two-generation programs in the 
twenty-first century. The Future of Children, 24(1), 13-39. 
 
City of New York. (2018). Department of Homeless Services (DHS) daily report. NYC 
Open Data [data file]. Retrieved from https://data.cityofnewyork.us/Social-
Services/DHS-Daily-Report/k46n-sa2m 
 








Collins, J. W., & David, R. J. (2009). Racial disparity in low birth weight and infant 
mortality. Clinics in Perinatology, 36, 63-73. http://dx.DOI.org/10.1016/ 
j.clp.2008.09.004 
 
Columbia University Medical Center (CUMC), Department of Psychiatry. (2020). Profile 
of Martha G. Welch, M.D. Retrieved from https://www.columbiapsychiatry.org/ 
profile/martha-g-welch-md#research   
 
David, D. H., Gelberg, L., & Suchman, N. E. (2012). Implications of homelessness for 
parenting young children: A preliminary review from a developmental attachment 
perspective. Infant Mental Health Journal, 33(1), 1-9. doi:10.1002.imhj.20333 
 
Dehar, M., Casswell, S., & Duignan, P. (1993). Formative and process evaluation of 
health promotion and disease prevention programs. Evaluation Review, 17,  
204-220. 
 
Duhn, L. (2010). The importance of touch in the development of attachment. Advances in 
Neonatal Care, 10, 294-300. doi:10.1097/ANC.0b013e3181fd2263 
 
Dunkel-Schetter, C., Schafer, P., Lanzi, R. G., Clark-Kauffman, E., Raju, T. N. K., 
Hillemeier, M. M., & The Community Child Health Network. (2013). Shedding 
light on the mechanisms underlying health disparities through community 
participatory methods: The stress pathway. Perspectives on Psychological 
Science, 8, 613-633. 
 
Dunn, C., Hungerford, D. W., Field, C., & McCann, B. (2005). The stages of change: 
When are trauma patients truly ready to change? The Journal of Trauma: Injury, 
Infection, and Critical Care, 59(3), S27-S32. doi:10.1097/01.ta.0000185298. 
24593.56  
 
Federal Interagency Forum on Child and Family Statistics. (2018). America’s children: 
Key national indicators of well-being. U.S. Government Printing Office. 
Retrieved from: https://www.childstats.gov/ 
 
Ferber, S. G., & Makhoul, I. R. (2004). The effect of skin-to-skin contact (Kangaroo 
Care) shortly after birth on the neurobehavioral responses of the term newborn:  
A randomized, controlled trial. Pediatrics, 113, 858-865. doi:10.1542/peds.113. 
4.858 
 
Field, T. (1999). Preschoolers in America are touched less and are more aggressive than 
preschoolers in France. Early Child development and Care, 151(1), 11-17.  
doi:10.1080/0300443991510102 
 
Field, T. (2010). Touch for socioemotional and physical well-being: A review. 






Froman, R. D.., & Owen, S. V. (1989). Infant care self-efficacy. Scholarly Inquiry for 
Nursing Practice, 3(3), 199-215. PMID: 2595149 
 
Glynn, L. M., Schetter, C. D., Hobel, C. J., & Sandman, C. A. (2008). Pattern of 
perceived stress and anxiety in pregnancy predicts preterm birth. Health 
Psychology, 27, 43-51. doi:10.1037/0278-6133.27.1.43 
 
Goodrich, W. (1963). The developmental transaction. A basic unit for research in child 
mental health. Paper presented at Joint Japanese and American Psychiatric 
meeting, May 13. 
 
Haag, G. (1991). Some reflections on body ego development through psychotherapeutic 
work with an infant. In R. Szur & S. Miller (Eds.), Extending horizons. Karnac. 
 
Hagan, J. F., Shaw, J. S., & Duncan, P. M. (Eds.). (2017). Bright futures: Guidelines for 
health supervision of infants, children, and adolescents (4th ed). American 
Academy of Pediatrics. https://brightfutures.aap.org/materials-and-tools/ 
guidelines-and-pocket-guide/Pages/default.aspx 
 
Hane, A. A., LaCoursiere, J. N., Mitsuyama, M., Wieman, S., Ludwig, R. J., Kwon, K. 
Y., Browne, J. V., Austin, J., Myers, M. M., & Welch, M. G. (2019). The Welch 
emotional connection screen: Validation of a brief mother-infant relational health 
screen. Acta Paediatrica, 108, 615–625. doi:10.1111/apa.14483 
 
Hane, A. A., Myers, M. M., Hofer, M. A., Ludwig, R. J., Halperin, M. S., Austin, J., 
Glickstein, S. B., & Welch, M. G. (2015). Family nurture intervention improves 
the quality of maternal caregiving in the neonatal intensive care unit: Evidence 
from a randomized controlled trial. Journal of Developmental and Behavioral 
Pediatrics, 36, 188-196.  
 
Harlow, H. F. (1958). The nature of love. The American Psychologist, 13, 673-685.  
doi:10.1037/h0047884 
 
Harris, M. (2011). Thinking about infants and young children. Karnac. 
 
Harrison, L. L. (2001). The use of comforting touch and massage to reduce stress for 
preterm infants in the Neonatal Intensive Care Unit. Newborn and Infant Nursing 
Reviews, 1, 235-241. doi:10.1053/nbin.2001.28103 
 
Healthy People 2020. (2020). Early and middle childhood. Retrieved from https://www. 
healthypeople.gov/2020/topics-objectives/topic/early-and-middle-childhood 
 









Heckman, J. (2006). Skill formation and the economics of investing in disadvantaged 
children. Science, 1900-1902. 
 
Hertenstein, M. J. (2002). Touch: Its communicative functions in intimacy. Human 
Development, 45, 70-94. 
 
Hsiao, R., Pitetti, K., & Smith, B. (2016). Application of perceived maternal parenting 
self-efficacy (PMP S-E) questionnaire in a mid-west community medical center 
NICU in the United States. Neonatal and Pediatric Medicine, 2. doi:10.4172/ 
2572-4983.1000106 
 
Johnson, M., Jackson, R., Guillaume, L., Meier, P., & Goyder, E. (2010). Barriers and 
facilitators to implementing screening and brief intervention for alcohol misuse: A 
systematic review of qualitative evidence. Journal of Public Health, 33, 412-421. 
https://doi-org.ezproxy.cul.columbia.edu/10.1093/pubmed/fdq095 
 
Larsen, D. L., Attkisson, C. C., Hargreaves, W. A., & Nguyen, T. D. (1979). Assessment 
of client/patient satisfaction: Development of a general scale. Evaluation and 
Program Planning, 2, 197-207. 
 
Leonard, N. R., Casarjian, B., Fletcher, R. R., Prata, C., Sherpa, D., Kelemen, A., Rajan, 
S., Salaam, R., Cleland, C. M., & Gwadz, M. V. (2018). Theoretically based 
emotion regulation strategies using a mobile app and wearable sensor among 
homeless adolescent mothers: Acceptability and feasibility study. Journal of 
Medical Internet Research Pediatrics and Parenting, 1(1): e1. doi:10.2196/ 
pediatrics.9037 
 
Love, J. M., Kisker, E. E., Ross, C., Raikes, H., Constantine, J., Boller, K, Brooks-Gunn, 
J., Chazan-Cohen, R., Tarullo, L. B., Brady-Smith, C., Fuligni, A. S., Schochet, P. 
Z., Paulsell, D., & Vogel, C. (2005). The effectiveness of Early Head Start for  
3-year-old children and their parents: Lessons for policy and programs. 
Developmental Psychology, 41, 885-901. doi:10.1037/0012-1649.41.6.885 
 
Luby, J., Belden, A., Botteron, K., Marrus, N., Harms, M. P., Babb, C., Nishino, T., & 
Barch, D. (2013). The effects of poverty on childhood brain development: The 
mediating effect of caregiving and stressful life events. Journal of the American 
Medical Association Pediatrics, 167, 1135-1142. doi:10.1001/jamapediatrics. 
2013.3139 
 
Maitre, N. L., Key, A. P., Chorna, O. D., Slaughter, J. C., Matusz, P. J., Wallace, M. T., 
& Murray, M. M. (2017). The dual nature of early-life experience on 






McGrath, J. M., & Brock, N. (2002). Efficacy and utilization of skin-to-skin care in the 
NICU. Newborn and Infant Nursing Reviews, 2(1), 17-26. doi:10.1053/nbin. 
2002.31486. 
 
Montagu, A. (1986). Touching: The human significance of the skin. Harper & Row. 
 
National Implementation Research Network. (2016). Brief 1: Active implementation 
practice and science. FPG Child Development Institute, University of North 
Carolina, Chapel Hill. Retrieved from http://nirn.fpg.unc.edu/resources/brief-1-
active-implementation-practice-and-science 
 
Neu, M., Laudenslager, M. L., & Robinson, J. A. (2008). Coregulation in salivary cortisol 
during maternal holding of premature infants. Biological Research for Nursing, 
10, 226-240. 
 
New York Head Start. (2021). Benefits.gov. Retrieved from https://www.benefits.gov/ 
benefits/benefit-details/1928 
 
Parents for Action. (2013). Why early childhood matters: Inspiring action in your 
community. Retrieved from http://www.parentsaction.org/wp-content/uploads/ 
2017/04/PAFC_EarlyChildhood-bklt-Eng.pdf 
 
Parker, S., & Zahr, L. K. (1985). The Maternal Confidence Questionnaire. Boston City 
Hospital. 
 
Posada, G., & Kaloustian, G. (2010). Attachment in infancy. In J. G. Bremmer & T. D. 
Wachs (Eds.), The Wiley-Blackwell handbook of infant development. Wiley-
Blackwell. 
 
Prochaska, J. O., & DiClemente, C. C. (1982). Transtheoretical therapy: Toward a more 
integrative model of change. Psychotherapy Theory Research and Practices, 20, 
161-173 
 
Research and Evaluation Department from the Museum of Science, Boston. (2013). 
Guide to conducting formative evaluation on accessible programming. Art 




Saunders, R. P., Evans, M. H., & Praphul, J. (2005). Developing a process-evaluation 
plan for assessing health promotion program implementation: A how-to guide. 








Shea, E., & Tronick, E. Z. (1988). The maternal self-report inventory: A research and 
clinical instrument for assessing maternal self-esteem. In H. A. Fitzgerald, B. M. 
Lester, & M. W. Yogman (Eds.), Theory and research in behavioral pediatrics, 4. 
Plenum. 
 
Schore, A. N. (2001). Effects of a secure attachment relationship on right brain 
development, affect regulation and infant mental health. Infant Mental Health 
Journal, 22, 7-66. 
 
Schore, A. N. (2005). Back to basics: Attachment, affect regulation, and the developing 
right brain: Linking developmental neuroscience to pediatrics. Pediatrics in 
Review, 26, 204-217. 
 
Shonkoff, J. P. (2010). Building a new biodevelopmental framework to guide the future 
of early childhood policy. Child Development, 81, 357-367.  
 
Siegel, D. J. (1999) The developing mind: Towards a neurobiology of inter-personal 
experience. Guilford. 
 
Sorensen, P. (1997). Thoughts on the containing process from the perspective of 
infant/mother relations. In S. Reid (Ed.), Developments in infant observation. 
Routledge. 
 
Stack, D. M. (2010). Touch and physical contact during infancy: Discovering the richness 
of the forgotten sense. In J. G. Bremmer & T. D. Wachs (Eds.), The Wiley-
Blackwell handbook of infant development. Wiley-Blackwell. 
 
Tajadura-Jiménez, A., & Tsakiris, M. (2014). Balancing the “inner” and “outer” self: 
Interoceptive sensitivity modulates self-other boundaries. Journal of Experimental 
Psychology: General, 143, 736-744. 
 
Teti, D. M., & Gelfand, D. M. (1991). Behavioral competence among mothers of infants 
in the first year: The mediational role of maternal self‐efficacy. Child 
Development, 62, 918-929. doi:10.1111/j.1467-8624.1991.tb01580.x 
 
U.S. Department of Health and Human Services (USDHHS), Administration for Children 
and Families, Office of Head Start. (2015). Head Start Early Learning Outcomes 
Framework: Ages Birth to Five. Retrieved from https://eclkc.ohs.acf.hhs.gov/ 
sites/default/files/pdf/elof-ohs-framework.pdf 
 
U.S. Department of Health and Human Services (USDHHS), Administration for Children 
and Families. (2016). Staff Qualifications: Head Start Program Performance 








U.S. Department of Health and Human Services (USDHHS), Administration for Children 
and Families. (2017). About the Early Head Start program. Retrieved from 
https://eclkc.ohs.acf.hhs.gov/programs/article/about-early-head-start-program 
 
U.S. Department of Health and Human Services (USDHHS), Administration for Children 




U.S. Department of Health and Human Services (USDHHS), Administration for Children 
and Families (2020). Head Start Services. Retrieved from https://www.acf. 
hhs.gov/ohs/about/head-start 
 
University of Wisconsin School of Medicine and Public Health. (2018). Neighborhood 
Atlas. https://www.neighborhoodatlas.medicine.wisc.edu/mapping 
 
Wallace, M., Harville, E., Theall, K., Webber, L. Chen, W., & Berenson, G. (2013). 
Neighborhood poverty, allostatic load, and birth outcomes in African American 
and White women: Findings from the Bogalusa Heart Study. Health and Place, 
24, 260-266. 
 
Welch, M. G. (2016). Calming cycle theory: The role of visceral/autonomic learning in 
early mother and infant/child behaviour and development. Acta Pædiatrica, 105, 
1266-1274. doi:10.1111/apa.13547 
 
Welch, M. G., Hofer, M. A., Brunelli, S. A., Stark, R. I., Andrews, H. F., Austin, J., & 
Myers, M. M. (2012). Family nurture intervention (FNI): Methods and treatment 
protocol of a randomized controlled trial in the NICU. BioMed Central 
Pediatrics, 12(14), 1-17. 
 
Wikipedia. (2017). Agency (philosophy). Updated October 28, 2017. Retrieved from 
https://en.wikipedia.org/wiki/Agency_(philosophy) 
 
Winnicott, D. W. (1960). The theory of the parent-infant relationship. The International 
Journal of Psycho-Analysis, 41, 585. 
 
Winnicott, D. W. (1987). Babies and their mothers. Addison-Wesley. 
 
World Health Organization (WHO), Department of Reproductive Health and Research. 









Early Childcare Educator and Administrator Surveys 
 
PFC Participant Pre-Workshop Survey 
 
ID: xx- xxx (pre-populated with 
session AM or PM, date and 
sequential letters of the 
alphabet ) 
Role: 




populated)   
 
In order for us to understand more about you and to ensure that the workshop meets your 
needs, please tell us about yourself by answering the following questions as best you can. 
You can always tell us that you’d rather not answer a question if it makes you 
uncomfortable. All answers will be treated with complete confidentiality. If you have any 
comments, please feel free to note them at the end of the survey. Your time and 
comments are very much appreciated. Thank-you! 
 
PART I- INSTRUCTIONS:   
 
Please circle the answer that fits you best. 
 
1. Gender- How do you identify yourself?  
a. Female 
b. Male 
c. Other- feel free to write in 
 
2. Please tell us your age    ___________ 
 
3. Do you have any children?       Yes  No  
a. If Yes, how many?   ___________ 
b. Are any of your children enrolled in Head Start or Early Head Start?    Yes    No 
 
Please tell us about your household: 
 
 
4. Do you live with other family members?     Yes  No 
 
5. Did you bring a family member or friend to take class with you today?  Yes No 
 
6. Are you 
a. Single? 
b. Married?  





7. Regarding where you live, do you 
a. rent  
b. own  
c. temporary or transitional housing 
d. other  
 
8. Please tell us your zip code ___________ 
 
9. Please tell us the highest school level you’ve completed:  
a. Less than high school 
b. High school graduate 
c. 2-year degree/some college 
d. Bachelor’s degree 
e. Graduate school (MA/PhD/EdD) 
 
10. Please tell us about your current employment 
a. I work full-time 
b. I work part-time 
c. I don’t work 
 
11. Please tell us about your current benefits and health insurance 
a. Do you receive SNAP benefits?       Yes  No 
b. Do you receive WIC benefits?       Yes  No 
c. Do you receive Medicaid and/or Child Health Plus benefits?    Yes        No 
d.  
12. Please tell us about your racial/ethnic heritage 
a. Non-Hispanic White or Euro-American 
b. Black, Afro-Caribbean, or African American 
c. Latino or Hispanic American 
d. East Asian or Asian American 
e. South Asian or Indian American 
f. Middle Eastern or Arab American 
g. Native American or Alaskan Native 
h. Other- Please describe _______________________ 
 
13. How much time do you spend at Echo Park Head Start? 
a. 5 times a week or more 
b. 1 time a week 
c. 1 time a month 






PART II- INSTRUCTIONS:  
The following questions are regarding the infant(s) in your care. Please choose the 
answer that comes closest to what you think today by placing an X in one of the boxes 
for each question: 
 
Adapted Perceived maternal parenting self-





Disagree Agree Strongly 
agree 
14 I believe that I will be able to tell when 
my baby is tired and needs to sleep 
    
15 I believe that I will have control over my 
baby 
    
16 I will be able to tell when my baby is 
sick 
    
17 I will be able to read my baby’s cues     
18 I will be able to make my baby happy     
19 I believe that my baby will respond well 
to me 
    
20 I believe that my baby and I will have a 
good interaction with each other 
    
21 I will be able to make my baby calm 
when he/ she has been crying 
    
22 I will be good at soothing my baby when 
he/she becomes upset 
    
23 I will be good at soothing my baby when 
he/she becomes fussy 
    
24 I will be good at soothing my baby when 
he/she continually cries 
    
25 I will be good at soothing my baby when 
he/she becomes restless 
    
26 I will be good at understanding what my 
baby wants 
    
27 I will be good at getting my babies 
attention 
    
28 I will be good at knowing what activities 
my baby does not enjoy 
    
29 I will be good at keeping my baby 
occupied 





30 I will be good at feeding my baby     
31 I will be good at changing my baby     
32 I will be good at bathing my baby     
33 I will be able to show affection to my 
baby 
    
34 I will be able to pick a crying baby up 
off the floor. 
    
35 I will be able to place a squirming baby 
down on the floor safely. 
    
36 I will be able to understand a baby’s 
signals when he/she pulls away from me. 
    
 
PART III- INSTRUCTIONS 
For the following 26 questions, please note how accurately the statements describe how 
you feel today. Please answer each item as honestly as you can and work quickly because 
your first impression is the one we want. If you’re not sure how you feel about a 
statement, please choose the answer that comes closest to how you feel today. 
 















I expect the experience of labor and 
delivery will be one of the most 
unpleasant experiences I've had. 
     
38 I think that I will be a good mother.      
39 
I am confident that I will have a 
close and warm relationship with 
my baby. 
     
40 
I don't have much confidence in my 
ability to help my baby learn new 
things. 
     
41 
I expect that looking forward to 
having a baby will give me more 
pleasure than actually having one. 
     
42 
I have real doubts about whether my 
baby will develop normally. 
     
43 
I expect the delivery experience to 
be frightening and very unpleasant. 
     
44 
I often worry that I may be forgetful 
and cause something bad to happen 
to my baby. 
     
45 
I am confident that I will be able to 
work out any normal problems I 
might have with my baby. 
     
46 
I am concerned that I will have 
trouble figuring out what my baby 
needs. 






I worry about whether my baby will 
like me. 
     
48 
I expect that I won't mind staying at 
home to care for my baby. 
     
49 
I expect the delivery experience to 
be very exciting. 
     
50 
I am concerned about whether my 
baby will develop normally. 
     
51 
I doubt that my baby could love me 
the way I am. 
     
52 
It really makes me feel depressed to 
think about all there is to do as a 
mother. 
     
53 
I worry that I will not know what to 
do if my baby gets sick. 
     
54 
It is difficult for me to know what 
my baby wants. 
     
55 
I expect the whole experience of 
labor and delivery will be one of the 
best experiences of my life. 
     
56 
I am afraid I will be awkward and 
clumsy when handling my baby. 
     
57 
I feel confident about being able to 
teach my baby new things. 
     
58 
I am confident that my baby will be 
strong and healthy. 
     
59 
I feel that I will do a good job 
taking care of my baby. 
     
60 
I know enough to be able to teach 
my baby many things which he/she 
will have to learn. 
     
61 
I worry about being able to fulfill 
my baby's emotional needs. 
     
62 
I am confident that my baby will 
love me very much. 
     
 
PFC Participant Post-Workshop Survey 
 
PART I- INSTRUCTIONS  
 
Please tell us how important the PFC activities were for you, and how important you 
think they’ll be for holding and handling your baby or the baby in your care by marking 
an x in the column that comes closest to how you feel today. Thanks! 
 
 







1 Sensing your relationship to the floor and 
support from underneath surfaces 
   
2 Changing levels- from sitting (or floor) to 
standing and from standing to sitting (or floor) 





3 Experiencing your own touch     
4 Experiencing touch from something or 
someone else: weight sensing and inviting, 
resistance 
   
5 Practice touching with the doll    
6 Holding head and sacrum practice with doll    
7 Baby ball practice with doll    
8 Baby ball practice for self, with optional 
support from a partner 
   
9 Practice picking up, putting down, and 
transferring baby 
   
10 Practice getting up and down from sitting (or 
floor) with baby 
   
11 Practice following baby’s timing and orienting 
baby to what you are going to do (when 
picking up and putting down) 
   
12 Practice positioning baby so she can see where 
she's going when placing her down 
   
 
Additional Comments:  
 
13- In the space below, please tell us what you are taking away with you today? What do 




14- In the space below, please tell us if there was anything that made it easier for you to 




15- In the space below, please tell us anything about any of the activities that you think 




PART II- INSTRUCTIONS: 
 
Please help us improve our program by answering some questions about the Preparing for 
Caring workshop you have taken. We are interested in your honest opinions, whether 
they are positive or negative.  
 
Please answer all of the questions. We also welcome your comments and suggestions. 







Please circle your answer: 
 
16- How would you rate the quality of the workshop? 
4 3 2 1 
Excellent Good Fair Poor 
 
17- Did the workshop teach you what you wanted to learn? 
1 2 3 4 
No, definitely No, not really Yes, generally Yes, definitely 
 
18- To what extent has our workshop met your needs? 
4 3 2   1 
Almost all of my 
needs have been met 
Most of my needs 
have been met 
Only a few of my 
needs have been met 
  None of my needs 
 have been met 
 
19- If a friend were going to have or take care of a new baby, would you recommend our program 
to him or her? 
1 2 3 4 
No, definitely not No, I don’t think so Yes, I think so Yes, definitely 
20- How satisfied are you with the number of skills you have learned? 
1 2 3 4 
Quite dissatisfied Indifferent or 
mildly dissatisfied 
Mostly satisfied Very satisfied 
21- Have the skills you learned helped you to know how to deal more effectively with your 
infant? 
4 3 2 1 
Yes, they helped a 
great deal 
Yes, they helped No, they really 
didn’t help 
No, they seemed to 
make things worse 
22- In an overall, general sense, how satisfied are you with the workshop you took? 
4 3 2 1 
Very satisfied Mostly satisfied Indifferent or 
mildly dissatisfied 
Quite dissatisfied 
23- If you were to have or care for another baby, would you come back to our program? 
1 2 3 4 









PART III- INSTRUCTIONS 
The following questions are regarding the infant(s) in your care. Please choose the answer that 
comes closest to what you think today by marking an x in the column that comes closest to how 
you feel today: 
 




Disagree Agree Strongly 
agree 
24 I believe that I will be able to tell when my 
baby is tired and needs to sleep 
    
25 I believe that I will have control over my 
baby 
    
26 I will be able to tell when my baby is sick     
27 I will be able to read my baby’s cues     
28 I will be able to make my baby happy     
29 I believe that my baby will respond well to 
me 
    
30 I believe that my baby and I will have a good 
interaction with each other 
    
31 I will be able to make my baby calm when 
he/ she has been crying 
    
32 I will be good at soothing my baby when 
he/she becomes upset 
    
33 I will be good at soothing my baby when 
he/she becomes fussy 
    
34 I will be good at soothing my baby when 
he/she continually cries 
    
35 I will be good at soothing my baby when 
he/she becomes restless 
    
36 I will be good at understanding what my baby 
wants 
    
37 I will be good at getting my babies attention     
38 I will be good at knowing what activities my 
baby does not enjoy 
    
39 I will be good at keeping my baby occupied     
40 I will be good at feeding my baby     
41 I will be good at changing my baby     
42 I will be good at bathing my baby     
43 I will be able to show affection to my baby     
44 I will be able to pick a crying baby up off the 
floor. 
    
45 I will be able to place a squirming baby down 
on the floor safely. 
    
46 I will be able to understand a baby’s signals 
when he/she pulls away from me. 






PART IV- INSTRUCTIONS 
 
For the following 26 questions, please note how accurately the statements describe how you feel. 
Please answer each item as honestly as you can and work quickly because your first impression is 
the one we want. If you’re not sure how you feel about a statement, please choose the answer that 
comes closest to how you feel today. 
 













I expect the experience of labor 
and delivery will be one of the 
most unpleasant experiences I've 
had. 
     
48 
I think that I will be a good 
mother. 
     
49 
I am confident that I will have a 
close and warm relationship with 
my baby. 
     
50 
I don't have much confidence in 
my ability to help my baby learn 
new things. 
     
51 
I expect that looking forward to 
having a baby will give me more 
pleasure than actually having one. 
     
52 
I have real doubts about whether 
my baby will develop normally. 
     
53 
I expect the delivery experience to 
be frightening and very unpleasant. 
     
54 
I often worry that I may be 
forgetful and cause something bad 
to happen to my baby. 
     
55 
I am confident that I will be able to 
work out any normal problems I 
might have with my baby. 
     
56 
I am concerned that I will have 
trouble figuring out what my baby 
needs. 
     
57 
I worry about whether my baby 
will like me. 
     
58 
I expect that I won't mind staying 
at home to care for my baby. 
     
59 
I expect the delivery experience to 
be very exciting. 
     
60 
I am concerned about whether my 
baby will develop normally. 
     
61 
I doubt that my baby could love 
me the way I am. 
     
62 
It really makes me feel depressed 
to think about all there is to do as a 
mother. 
     
63 
I worry that I will not know what 
to do if my baby gets sick. 






It will be difficult for me to know 
what my baby wants. 
     
65 
I expect the whole experience of 
labor and delivery will be one of 
the best experiences of my life. 
     
66 
I am afraid I will be awkward and 
clumsy when handling my baby. 
     
67 
I feel confident about being able to 
teach my baby new things. 
     
68 
I am confident that my baby will 
be strong and healthy. 
     
69 
I feel that I will do a good job 
taking care of my baby. 
     
70 
I know enough to be able to teach 
my baby many things which he/she 
will have to learn. 
     
71 
I worry about being able to fulfill 
my baby's emotional needs. 
     
72 
I am confident that my baby will 
love me very much. 










Parents and Caregivers Surveys 
 
 
PFC Participant Pre-Workshop Survey 
ID: xx- xxx (pre-populated with 
session AM or PM, date and 








populated)   
 
In order for us to understand more about you and to ensure that the workshop meets your 
needs, please tell us about yourself by answering the following questions as best you can. 
You can always tell us that you’d rather not answer a question if it makes you 
uncomfortable. All answers will be treated with complete confidentiality. If you have any 
comments, please feel free to note them at the end of the survey. Your time and 
comments are very much appreciated. Thank-you! 
 
PART I- INSTRUCTIONS:   
 
Please circle the answer that fits you best. 
1. Gender- How do you identify yourself?  
a. Female 
b. Male 
c. Other- feel free to write in 
2. Please tell us your age    ___________ 
3. Do you have any children?       Yes  No  
a. If Yes, how many?   ___________ 
b. Are any of your children enrolled in Head Start or Early Head Start?    Yes    No 
Please tell us about your household: 
4. Do you live with other family members?     Yes  No 






6. Are you 
a. Single? 
b. Married?  
c. Live with partner? 
7. Regarding where you live, do you 
a. rent  
b. own  
c. temporary or transitional housing 
d. other  
8. Please tell us your zip code ___________ 
9. Please tell us the highest school level you’ve completed:  
a. Less than high school 
b. high school graduate 
c. 2-year degree/some college 
d. Bachelor’s degree 
e. Graduate school (MA/PhD/EdD) 
10. Please tell us about your current employment 
a. I work full-time 
b. I work part-time 
c. I don’t work 
11. Please tell us about your current benefits and health insurance 
a. Do you receive SNAP benefits?       Yes  No 
b. Do you receive WIC benefits?       Yes  No 
c. Do you receive Medicaid and/or Child Health Plus benefits?  Yes        No 
12. Please tell us about your Racial/ethnic heritage 
a. Non-Hispanic White or Euro-American 
b. Black, Afro-Caribbean, or African American 
c. Latino or Hispanic American 
d. East Asian or Asian American 
e. South Asian or Indian American 
f. Middle Eastern or Arab American 
g. Native American or Alaskan Native 







13. How much time do you spend at Echo Park Head Start? 
a. 5 times a week or more 
b. 1 time a week 
c. 1 time a month 
d. Less than 1 time a month 
 
PART II- INSTRUCTIONS:  
The following questions are regarding the infant(s) in your care. Please choose the 
answer that comes closest to what you think today by placing an X in one of the boxes 
for each question: 
 
Adapted Perceived maternal parenting self-
efficacy survey (PMPSE-Q) 
Strongly 
disagree 
Disagree Agree Strongly 
agree 
14 I believe that I will be able to tell when my 
baby is tired and needs to sleep 
    
15 I believe that I will have control over my 
baby 
    
16 I will be able to tell when my baby is sick     
17 I will be able to read my baby’s cues     
18 I will be able to make my baby happy     
19 I believe that my baby will respond well to 
me 
    
20 I believe that my baby and I will have a 
good interaction with each other 
    
21 I will be able to make my baby calm when 
he/ she has been crying 
    
22 I will be good at soothing my baby when 
he/she becomes upset 
    
23 I will be good at soothing my baby when 
he/she becomes fussy 
    
24 I will be good at soothing my baby when 
he/she continually cries 
    
25 I will be good at soothing my baby when 
he/she becomes restless 
    
26 I will be good at understanding what my 
baby wants 
    
27 I will be good at getting my babies 
attention 
    
28 I will be good at knowing what activities 
my baby does not enjoy 
    
29 I will be good at keeping my baby occupied     
30 I will be good at feeding my baby     
31 I will be good at changing my baby     





33 I will be able to show affection to my baby     
34 I will be able to pick a crying baby up off 
the floor. 
    
35 I will be able to place a squirming baby 
down on the floor safely. 
    
36 I will be able to understand a baby’s signals 
when he/she pulls away from me. 
    
 
PART III- INSTRUCTIONS 
 
For the following 26 questions, please note how accurately the statements describe how 
you feel today. Please answer each item as honestly as you can and work quickly because 
your first impression is the one we want. If you’re not sure how you feel about a 
statement, please choose the answer that comes closest to how you feel today. 
 















I expect the experience of labor and 
delivery will be one of the most 
unpleasant experiences I've had. 
     
38 I think that I will be a good mother.      
39 
I am confident that I will have a 
close and warm relationship with my 
baby. 
     
40 
I don't have much confidence in my 
ability to help my baby learn new 
things. 
     
41 
I expect that looking forward to 
having a baby will give me more 
pleasure than actually having one. 
     
42 
I have real doubts about whether my 
baby will develop normally. 
     
43 
I expect the delivery experience to be 
frightening and very unpleasant. 
     
44 
I often worry that I may be forgetful 
and cause something bad to happen 
to my baby. 
     
45 
I am confident that I will be able to 
work out any normal problems I 
might have with my baby. 
     
46 
I am concerned that I will have 
trouble figuring out what my baby 
needs. 
     
47 
I worry about whether my baby will 
like me. 
     
48 
I expect that I won't mind staying at 
home to care for my baby. 






I expect the delivery experience to be 
very exciting. 
     
50 
I am concerned about whether my 
baby will develop normally. 
     
51 
I doubt that my baby could love me 
the way I am. 
     
52 
It really makes me feel depressed to 
think about all there is to do as a 
mother. 
     
53 
I worry that I will not know what to 
do if my baby gets sick. 
     
54 
It is difficult for me to know what 
my baby wants. 
     
55 
I expect the whole experience of 
labor and delivery will be one of the 
best experiences of my life. 
     
56 
I am afraid I will be awkward and 
clumsy when handling my baby. 
     
57 
I feel confident about being able to 
teach my baby new things. 
     
58 
I am confident that my baby will be 
strong and healthy. 
     
59 
I feel that I will do a good job taking 
care of my baby. 
     
60 
I know enough to be able to teach my 
baby many things which he/she will 
have to learn. 
     
61 
I worry about being able to fulfill my 
baby's emotional needs. 
     
62 
I am confident that my baby will love 
me very much. 







PFC Participant Post-Workshop Survey 
 
PART I- INSTRUCTIONS  
 
Please tell us how important the PFC activities were for you, and how important you 
think they’ll be for holding and handling your baby or the baby in your care by marking 
an X in the column that comes closest to how you feel today. Thanks! 
 
 








1 Sensing your relationship to the floor and 
support from underneath surfaces 
   
2 Changing levels- from sitting (or floor) to 
standing and from standing to sitting (or 
floor) 
   
3 Experiencing your own touch     
4 Experiencing touch from something or 
someone else: weight sensing and inviting, 
resistance 
   
5 Practice touching with the doll    
6 Holding head and sacrum practice with doll    
7 Baby ball practice with doll    
8 Baby ball practice for self, with optional 
support from a partner 
   
9 Practice picking up, putting down, and 
transferring baby 
   
10 Practice getting up and down from sitting 
(or floor) with baby 
   
11 Practice following baby’s timing and 
orienting baby to what you are going to do 
(when picking up and putting down) 
   
12 Practice positioning baby so she can see 
where she's going when placing her down 
   
 
Additional Comments:  
 
13- In the space below, please tell us what you are taking away with you today? What do 








14- In the space below, please tell us if there was anything that made it easier for you to 




15- In the space below, please tell us anything about any of the activities that you think 
we should know that would make this workshop better for you. 
 
 
PART II- INSTRUCTIONS: 
 
Please help us improve our program by answering some questions about the Preparing for 
Caring workshop you have taken. We are interested in your honest opinions, whether 
they are positive or negative.  
 
Please answer all of the questions. We also welcome your comments and suggestions. 
Thank you very much; we really appreciate your help. 
 
 
Please circle your answer: 
 
 
16- How would you rate the quality of the workshop? 
4 3 2 1 
Excellent Good Fair Poor 
 
17- Did the workshop teach you what you wanted to learn? 
1 2 3 4 
No, definitely No, not really Yes, generally Yes, definitely 
 
18- To what extent has our workshop met your needs? 
4 3 2 1 
Almost all of my 
needs have been 
met 
Most of my needs 
have been met 
Only a few of my 
needs have been 
met 
None of my needs 
have been met 
 
 
19- If a friend were going to have or take care of a new baby, would you recommend our 
program to him or her? 
1 2 3 4 
No, definitely not No, I don’t think 
so 








20- How satisfied are you with the number of skills you have learned? 
1 2 3 4 
Quite dissatisfied Indifferent or 
mildly 
dissatisfied 
Mostly satisfied Very satisfied 
21- Have the skills you learned helped you to know how to deal more effectively with 
your infant? 
4 3 2 1 
Yes, they helped a 
great deal 
Yes, they helped No, they really 
didn’t help 
No, they seemed to 
make things worse 
22- In an overall, general sense, how satisfied are you with the workshop you took? 
4 3 2 1 




23- If you were to have or care for another baby, would you come back to our program? 
1 2 3 4 
No, definitely not No, I don’t think 
so 
Yes, I think so Yes, definitely 
 
PART III- INSTRUCTIONS 
The following questions are regarding the infant(s) in your care. Please choose the 
answer that comes closest to what you think today by marking an x in the column that 
comes closest to how you feel today: 
 




Disagree Agree Strongly 
agree 
24-  I believe that I will be able to tell when my 
baby is tired and needs to sleep 
    
25-  I believe that I will have control over my 
baby 
    
26-  I will be able to tell when my baby is sick     
27-  I will be able to read my baby’s cues     
28-  I will be able to make my baby happy     
29-  I believe that my baby will respond well to 
me 
    
30-  I believe that my baby and I will have a good 
interaction with each other 
    
31-  I will be able to make my baby calm when 
he/ she has been crying 






32-  I will be good at soothing my baby when 
he/she becomes upset 
    
33-  I will be good at soothing my baby when 
he/she becomes fussy 
    
34-  I will be good at soothing my baby when 
he/she continually cries 
    
35-  I will be good at soothing my baby when 
he/she becomes restless 
    
36-  I will be good at understanding what my baby 
wants 
    
37-  I will be good at getting my babies attention     
38-  I will be good at knowing what activities my 
baby does not enjoy 
    
39-  I will be good at keeping my baby occupied     
40-  I will be good at feeding my baby     
41-  I will be good at changing my baby     
42-  I will be good at bathing my baby     
43-  I will be able to show affection to my baby     
44-  I will be able to pick a crying baby up off the 
floor. 
    
45-  I will be able to place a squirming baby down 
on the floor safely. 
    
46-  I will be able to understand a baby’s signals 
when he/she pulls away from me. 
    
 
PART IV- INSTRUCTIONS 
 
For the following 26 questions, please note how accurately the statements describe how 
you feel. Please answer each item as honestly as you can and work quickly because your 
first impression is the one we want. If you’re not sure how you feel about a statement, 
please choose the answer that comes closest to how you feel today. 
 













I expect the experience of labor 
and delivery will be one of the 
most unpleasant experiences I've 
had. 
     
48-  
I think that I will be a good 
mother. 
     
49-  
I am confident that I will have a 
close and warm relationship with 
my baby. 






I don't have much confidence in 
my ability to help my baby learn 
new things. 
     
51-  
I expect that looking forward to 
having a baby will give me more 
pleasure than actually having one. 
     
52-  
I have real doubts about whether 
my baby will develop normally. 
     
53-  
I expect the delivery experience to 
be frightening and very unpleasant. 
     
54-  
I often worry that I may be 
forgetful and cause something bad 
to happen to my baby. 
     
55-  
I am confident that I will be able to 
work out any normal problems I 
might have with my baby. 
     
56-  
I am concerned that I will have 
trouble figuring out what my baby 
needs. 
     
57-  
I worry about whether my baby 
will like me. 
     
58-  
I expect that I won't mind staying 
at home to care for my baby. 
     
59-  
I expect the delivery experience to 
be very exciting. 
     
60-  
I am concerned about whether my 
baby will develop normally. 
     
61-  
I doubt that my baby could love 
me the way I am. 
     
62-  
It really makes me feel depressed 
to think about all there is to do as a 
mother. 
     
63-  
I worry that I will not know what 
to do if my baby gets sick. 
     
64-  
It will be difficult for me to know 
what my baby wants. 
     
65-  
I expect the whole experience of 
labor and delivery will be one of 
the best experiences of my life. 
     
66-  
I am afraid I will be awkward and 
clumsy when handling my baby. 
     
67-  
I feel confident about being able to 
teach my baby new things. 
     
68-  
I am confident that my baby will 
be strong and healthy. 
     
69-  
I feel that I will do a good job 
taking care of my baby. 
     
70-  
I know enough to be able to teach 
my baby many things which he/she 
will have to learn. 
     
71-  
I worry about being able to fulfill 
my baby's emotional needs. 
     
72-  
I am confident that my baby will 
love me very much. 






Program Developers and Observers Surveys 
PFC Pre-Workshop Survey 
 
ID: xx- xxx (time and date of 
session with presenter/ 
observer’s initials) 
Role: 





populated)   
 
In order for us to understand more about you and to ensure that the workshop meets your 
needs, please tell us about yourself by answering the following questions as best you can. 
You can always tell us that you’d rather not answer a question if it makes you 
uncomfortable. All answers will be treated with complete confidentiality. If you have any 
comments, please feel free to note them at the end of the survey. Your time and 
comments are very much appreciated. Thank-you! 
 
PART I- INSTRUCTIONS:   
 
Please indicate your answers below in the space provided. 
 
1. How long have you taught the Preparing for Caring Curriculum? 
___________________ 
 
2. How long have you been working with infants? ______________________ 
 








PFC Pre-Workshop Survey 
 
PART II- INSTRUCTIONS:   
 
To determine whether the program components are aligned and consistent with program 
objectives, please indicate which of the below lessons you taught or, if you are an 
observer, saw taught, today by entering Y for yes and N for no: 
 
 Lesson Y or N 
1.  Sensing your relationship to the floor and 
support from underneath surfaces 
 
2.  Changing levels- from sitting (or floor) to 
standing and from standing to sitting (or 
floor) 
 
3.  Experiencing your own touch   
4.  Experiencing touch from something or 
someone else: weight sensing and 
inviting, resistance 
 
5.  Practice touching with the doll  
6.  Holding head and sacrum practice with 
doll 
 
7.  Baby ball practice with doll  
8.  Baby ball practice for self, with optional 
support from a partner 
 
9.  Practice picking up, putting down, and 
transferring baby 
 
10.  Practice getting up and down from sitting 
(or floor) with baby 
 
11.  Practice following baby’s timing and 
orienting baby to what you are going to 
do (when picking up and putting down) 
 
12.  Practice positioning baby so she can see 




13- In the space below, please tell us how much you kept to the planned curriculum and 
how much you improvised, did something new, or forgot something. Please tell us 












15- Tell us about any adjustments you made to accommodate the new environment, i.e., 




16- Tell us about any adjustments you made to communicate with the workshop group 













Spanish Versions of Participant Surveys 
  
Encuesta previa al taller para participantes de PFC 
 
Identificación: xx- xxx (pre-populated 
with session AM or PM, 
date and sequential letters 
of the alphabet) 
Papel: EHS padres/cuidadores 
Fecha de clase: 
DD/MM/YYYY (pre-
populated)   
 
Para poder entender mas sobre usted y asegurar que el taller satisfaga sus necesidades, 
cuéntenos sobre usted, respondiendo las siguientes preguntas lo mejor que pueda. 
Siempre puede decirnos que prefiere no responder una pregunta si le incomoda. Todas las 
respuestas serán tratadas con total confidencialidad. Si tiene algún comentario, no dude 
en anotarlo al final de la encuesta. Su tiempo y comentarios son muy apreciados. 
¡Gracias!  
 
PARTE I- INSTRUCCIONES:   
 
Por favor encierre en un circulo la respuesta que mas le convenga: 
1. Género- ¿como te identificas?  
a. Femenino 
b. Masculino  
c. Otro- siéntase libre de escribir  
2. Por favor díganos su edad___________ 
3. ¿Tiene hijos?       Si  No  
a. ¿En caso afirmativo, cuantos? ___________ 
b. ¿Alguno de sus hijos está inscrito en Head Start o Early Head Start?     Si    No 
Por favor cuéntanos sobre tu hogar: 
4. ¿Vives con otros miembros de la familia?     Si  No 







a. a. Soltero/a? 
b. b. Casado/a?  
c. c. Vive con pareja? 
7. Con respecto a donde vive, usted 
a. renta  
b. es dueño/a  
c. esta en vivienda temporal o transitoria 
d. otro 
8. Por favor díganos su código postal ___________ 
9. Por favor díganos el nivel escolar más alto que has completado:  
a. Menos que la escuela secundaria 
b. Graduado de la escuela secundaria 
c. Titulo de 2 años / alguna universidad 
d. Licenciatura 
e. Escuela de posgrado (MA/PhD/EdD) 
10. Por favor cuéntanos sobre su empleo actual 
a. Trabajo tiempo completo 
b. Trabajo a tiempo parcial 
c. No trabajo 
11. Por favor cuéntanos sobre sus beneficios actuales y su seguro de salud 
a. ¿Recibe beneficios de SNAP?     Si  No 
b. ¿Recibe beneficios de WIC?       Si  No 
c. ¿Recibe Medicaid y/o beneficios de Child Health Plus?   Si      No 
12. Por favor cuéntanos sobre tu herencia racial/étnica  
a. Blanco no hispano o Euroamericano  
b. Negro, Afrocaribeño o Afroamericano  
c. Latino o Hispanoamericano 
d. Este asiático o asiático-americano  
e. Del sur de Asia o Indio Americano  
f. Medio Oriente o Árabe Estadounidense  
g. Nativo Americano o Nativo de Alaska  
h. Otro- Por favor escribe _______________________ 
13. ¿Cuanto tiempo pasas en Echo Park Head Start? 
a. 5 veces a la semana o más 
b. 1 vez a la semana 
c. 1 vez al mes 





PARTE II- INSTRUCCIONES:  
Las siguientes preguntas están relacionadas con los bebés a su cuidado. Elija la respuesta 
que mas se aproxime a lo que piensa hoy colocando una X en uno de los cuadros para 
cada pregunta:  
Encuesta adaptada de autoeficacia de la 











14 Creo que podré saber cuando mi bebé 
esta cansado y necesita dormir.  
    
15 Creo que tendré control sobre mi 
bebé. 
    
16 Podré saber cuándo mi bebé está 
enfermo.  
    
17 Podré leer las señales de mi bebé.      
18 Podré hacer feliz a mi bebé.     
19 Creo que mi bebé me responderá bien.      
20 Creo que mi bebé y yo tendremos una 
buena interacción entre nosotros.  
    
21 Podré calmar a mi bebé cuando haya 
estado llorando.  
    
22 Seré bueno para calmar a mi bebé 
cuando se enoje.  
    
23 Seré bueno para calmar a mi bebé 
cuando se vuelva quisquilloso. 
    
24 Seré bueno para calmar a mi bebé 
cuando llore continuamente. 
    
25 Seré bueno para calmar a mi bebé 
cuando se vuelva inquieto. 
    
26 Seré bueno para entender lo que mi 
bebé quiere. 
    
27 Seré bueno para llamar la atención de 
mi bebé. 
    
28 Seré bueno para saber que actividades 
no disfruta mi bebé. 
    
29 Seré bueno para mantener ocupado a 
mi bebé. 
    
30 Seré bueno alimentando a mi bebé.     
31 Seré bueno para cambiar a mi bebé.     
32 Seré bueno bañando a mi bebé.     
33 Podré mostrarle cariño a mi bebé.     
34 Podré levantar del suelo al bebé que 
llora. 
    
35 Podré colocar a un bebé retorciéndose 
en el piso de manera segura. 
    
36 Podré entender las señales de un bebé 
cuando el/ella se aleje de mi.  





PARTE III- INSTRUCCIONES 
 
Para las siguientes 26 preguntas, tenga en cuenta con qué precisión las declaraciones 
describen cómo se siente hoy. Responda a cada elemento con la mayor honestidad 
posible y trabaje rápidamente porque su primera impresión es la que queremos. Si no está 
seguro de cómo se siente con respecto a una declaración, elija la respuesta más cercana a 
cómo se siente hoy.  
 
# Declaración de inventario de 


















Espero que la experiencia del 
parto y el parto sea una de las 
experiencias mas 
desagradables que he tenido. 
     
38 
Creo que seré una buena 
madre. 
     
39 
Estoy seguro de que tendré 
una relación cercana y cálida 
con mi bebé.  
     
40 
No tengo mucha confianza en 
mi capacidad para ayudar a 
mi bebé a aprender cosas 
nuevas.  
     
41 
Pienso que esperar a tener un 
bebe me dará mas placer que 
tener uno.  
     
42 
Tengo serias dudas sobre si 
mi bebé se desarrollara 
normalmente.  
     
43 
Pienso que la experiencia del 
parto va a ser aterradora y 
muy desagradable.  
     
44 
A menudo me preocupa ser 
olvidadizo y causarle algo 
malo a mi bebé.  
     
45 
Estoy seguro de que podre 
resolver cualquier problema 
normal que pueda tener con 
mi bebé.  
     
46 
Me preocupa tener problemas 
entendiendo lo que mi bebé 
vaya a necesitar.  
     
47 
Me preocupa si le agradare a 
mi bebé.  
     
48 
Espero que no me importa 
quedarme en casa para cuidar 
a mi bebé. 
     
49 
Espero que la experiencia del 
parto sea muy emocionante. 
     
50 
Me preocupa si mi bebé se 
desarrollara normalmente.  






Dudo que mi bebé pueda 
amarme como soy. 
     
52 
Realmente me deprime 
pensar en todo lo que hay que 
hacer como madre.  
     
53 
Me preocupa no saber que 
hacer si mi bebé se enferma.  
     
54 
Es difícil para mi saber que 
quiere mi bebé.  
     
55 
Espero que toda la 
experiencia del trabajo del 
parto sea una de las mejores 
experiencias de mi vida. 
     
56 
Temo que seré torpe cuando 
maneje a mi bebé.  
     
57 
Me siento seguro de poder 
ensenarle cosas nuevas a mi 
bebé.  
     
58 
Estoy seguro de que mi bebé 
era fuerte y saludable. 
     
59 
Siento que hare un buen 
trabajo cuidando a mi bebé.  
     
60 
Se lo suficiente como para 
poder ensenarle a mi bebé 
muchas cosas que el/ella 
tendrá que aprender.  
     
61 
Me preocupa poder satisfacer 
las necesidades emocionales 
de mi bebé.  
     
62 
Estoy seguro de que mi bebé 
me amara mucho. 






PFC Encuesta de Participantes Después Del Taller 
 
Identificación: xx- xxx (pre-populated with 
session AM or PM, date and 







populated)   
 
Por favor díganos que tan importantes fueron las actividades de PFC para usted y que tan 
importantes cree que serán para sostener y manipular a su bebe o al bebe a su cuidado 
marcando una X en la columna que mas se acerca a como se siente hoy. ¡Gracias!  
 
 









1 Sintiendo su relación con el piso y el 
soporte desde debajo de las superficies. 
   
2 Cambio de niveles: de estar sentado (o 
en el piso) a estar de pie; y de estar 
parado a estar sentado (o en el piso)  
   
3 Experimentando tu propio toque     
4 Experimentar el contacto de algo u otra 
persona; detección del peso del bebé e 
invitarlo acomodarse en tus brazos; 
resistencia 
   
5 Practicar tocar con la muñeca     
6 Practicar deteniendo la cabeza y 
practicar el sacro con la muñeca 
   
7 Práctica de pelota de bebé con la 
muñeca  
   
8 Práctica de pelota de bebé para uno 
mismo, con el apoyo opcional de un 
compañero.  
   
9 Practicar levantar, colocar, y trasladar al 
bebé.   
   
10 Practicar levantarse y bajarse de estar 
sentado (o en el piso) con el bebé.  
   
11 Practicar siguiendo el cronometraje del 
bebé y orientándolo hacia lo que va a 
hacer (cuando lo levanta y lo deja)  
   
12 Practicar posicionar al bebé para ver a 
dónde va cuando lo acuesta.  





Comentarios Adicionales:  
 
13. En el espacio a continuación, díganos que se lleva con usted hoy. ¿Que quieres 
recordar? Siéntense libre de usar espacio adicional si es necesario.  
 
 
14. En el espacio a continuación, díganos si hubo algo que le haya facilitado realizar 
alguna de las actividades del taller hoy. 
 
 
15. En el espacio a continuación, díganos si hubo algo sobre alguna de las actividades 
que cree que deberíamos saber que mejoraría este taller para usted.  
 
 
PARTE II – INSTRUCCIONES 
 
Por favor ayúdenos a mejorar nuestro programa respondiendo algunas preguntas sobre el 
taller de preparación para el cuidado que ha realizado. Estamos interesados en sus 
opiniones honestas, ya sean positivas o negativas.  
 
Por favor conteste todas las preguntas. También agradecemos sus comentarios y 
sugerencias. Muchas gracias, realmente apreciamos su ayuda. 
 
Encierra en un circulo su respuesta:  
16. ¿Como calificaría la calidad del taller? 
4 3 2 1 
Excelente Bueno Más o Menos Malo 
 
17. ¿Te enseñó el taller lo que querías aprender? 
1 2 3 4 
Definitivamente No Realmente No Por lo general, Si Definitivamente Si 
 
18. ¿En qué medida nuestro taller ha satisfecho sus necesidades?  
4 3 2 1 
Casi todas mis 
necesidades han 
sido satisfechas  
La mayoría de mis 
necesidades han 
sido satisfechas 




Ninguna de mis 
necesidades ha sido 
satisfecha 
 
19. Si un amigo/a tuviera un bebé nuevo o lo cuidara, ¿le recomendaría nuestro 
programa? 
1 2 3 4 





20. ¿Qué tan satisfecho está con la cantidad de habilidades que ha aprendido?  









21. ¿Las habilidades que aprendió le ayudaron a saber cómo tratar con mayor eficacia a 
su bebé?  
4 3 2 1 
Si, ayudaron mucho Si, ayudaron No, no ayudaron mucho No, parecían 
empeorar las cosas 
22. En un sentido general, ¿qué tan satisfecho esta con el taller que realizó? 
4 3 2 1 






23. ¿Si tuviera otro bebé o tuviera que cuidar otro bebé, volvería a nuestro programa?  
 
1 2 3 4 




Las siguientes preguntas están relacionadas con los bebés a su cuidado. Elija la respuesta 
que mas se aproxime a lo que piensa hoy colocando una X en uno de los cuadros para 
cada pregunta:  
 
Encuesta adaptada de autoeficacia 










24 Creo que podré saber cuando 
mi bebé esta cansado y necesita 
dormir. 
    
25 Creo que tendré control sobre 
mi bebé. 
    
26 Podré saber cuándo mi bebé 
está enfermo. 
    
27 Podré leer las señales de mi 
bebé. 
    
28 Podré hacer feliz a mi bebé.     
29 Creo que mi bebé me 
responderá bien. 





30 Creo que mi bebé y yo 
tendremos una buena 
interacción entre nosotros. 
    
31 Podré calmar a mi bebé cuando 
haya estado llorando. 
    
32 Seré bueno para calmar a mi 
bebé cuando se enoje. 
    
33 Seré bueno para calmar a mi 
bebé cuando se vuelva 
quisquilloso. 
    
34 Seré bueno para calmar a mi 
bebé cuando llore 
continuamente. 
    
35 Seré bueno para calmar a mi 
bebé cuando se vuelva inquieto. 
    
36 Seré bueno para entender lo que 
mi bebé quiere. 
    
37 Seré bueno para llamar la 
atención de mi bebé. 
    
38 Seré bueno para saber que 
actividades no disfruta mi bebé. 
    
39 Seré bueno para mantener 
ocupado a mi bebé. 
    
40 Seré bueno alimentando a mi 
bebé. 
    
41 Seré bueno para cambiar a mi 
bebé. 
    
42 Seré bueno bañando a mi bebé.     
43 Podré mostrarle cariño a mi 
bebé. 
    
44 Podré levantar del suelo al bebé 
que llora. 
    
45 Podré colocar a un bebé 
retorciéndose en el piso de 
manera segura. 
    
46 Podré entender las señales de 
un bebé cuando el/ella se aleje 
de mi. 









Para las siguientes 26 preguntas, tenga en cuenta con qué precisión las declaraciones 
describen cómo se siente hoy. Responda a cada elemento con la mayor honestidad 
posible y trabaje rápidamente porque su primera impresión es la que queremos. Si no está 
seguro de cómo se siente con respecto a una declaración, elija la respuesta más cercana a 



















Espero que la experiencia 
del parto y el parto sea una 
de las experiencias mas 
desagradables que he tenido. 
     
48 
Creo que seré una buena 
madre. 
     
49 
Estoy seguro de que tendré 
una relación cercana y cálida 
con mi bebé. 
     
50 
No tengo mucha confianza 
en mi capacidad para ayudar 
a mi bebé a aprender cosas 
nuevas. 
     
51 
Pienso que esperar a tener un 
bebe me dará mas placer que 
tener uno. 
     
52 
Tengo serias dudas sobre si 
mi bebé se desarrollara 
normalmente. 
     
53 
Pienso que la experiencia del 
parto va a ser aterradora y 
muy desagradable. 
     
54 
A menudo me preocupa ser 
olvidadizo y causarle algo 
malo a mi bebé. 
     
55 
Estoy seguro de que podre 
resolver cualquier problema 
normal que pueda tener con 
mi bebé. 
     
56 
Me preocupa tener 
problemas entendiendo lo 
que mi bebé vaya a 
necesitar. 
     
57 
Me preocupa si le agradare a 
mi bebé. 






Espero que no me importa 
quedarme en casa para 
cuidar a mi bebé. 
     
59 
Espero que la experiencia 
del parto sea muy 
emocionante. 
     
60 
Me preocupa si mi bebé se 
desarrollara normalmente. 
     
61 
Dudo que mi bebé pueda 
amarme como soy. 
     
62 
Realmente me deprime 
pensar en todo lo que hay 
que hacer como madre. 
     
63 
Me preocupa no saber que 
hacer si mi bebé se enferma. 
     
64 
Es difícil para mi saber que 
quiere mi bebé. 
     
65 
Espero que toda la 
experiencia del trabajo del 
parto sea una de las mejores 
experiencias de mi vida. 
     
66 
Temo que seré torpe cuando 
maneje a mi bebé. 
     
67 
Me siento seguro de poder 
ensenarle cosas nuevas a mi 
bebé. 
     
68 
Estoy seguro de que mi bebé 
era fuerte y saludable. 
     
69 
Siento que hare un buen 
trabajo cuidando a mi bebé. 
     
70 
Se lo suficiente como para 
poder ensenarle a mi bebé 
muchas cosas que el/ella 
tendrá que aprender. 
     
71 
Me preocupa poder 
satisfacer las necesidades 
emocionales de mi bebé. 
     
72 
Estoy seguro de que mi bebé 
me amara mucho. 









Focus Group Recruitment Letter 
September 1, 2018 
 
Dear Echo Park family, 
 
This year, you’ll be invited to participate in Preparing for Caring- a caregiver skills workshop 
at Echo Park as part of a study by Teachers College, Columbia University doctoral candidate, 
Ellyce di Paola. The Preparing for Caring program is a caregiver education program for 
parents, caregivers, and teachers of infants and toddlers. To ensure that the program meets 
your needs and to identify any changes that could enhance the program delivery, the 
researcher will be conducting a Focus Group. You have been identified as a member of one 
of our priority groups: Early Childcare Educator, Parent/Caregiver, or Administrator, and 
we’d like to invite you to participate. 
 
The Focus Group will take place at Echo Park on xx/xx/xxxx at xx o’clock and run for 
approximately 90 minutes. The Group will be moderated by the study author.  During the 
Focus Group, you will be asked to observe and provide your feedback on the twelve activities 
that make up the Preparing for Caring program. Your thoughts and honest opinions about the 
activities will be encouraged- we want to make these activities meaningful for you.  
 
There are minimal risks associated with this Focus Group. It has about the same amount of 
risk you would encounter during a classroom activity or group discussion. You will be asked 
to share your first name and your role as educator, parent/caregiver, or administrator- no 
other details will be collected. The Focus Group will be tape-recorded and there will be a 
moderator’s assistant to take notes so that we are sure to capture all your thoughts. The 
Preparing for Caring program is a wonderful initiative that has been well-received by 
parents-to-be and caregivers alike.   
 
If you decide that you would like to participate in this Focus Group, you will be asked to sign 
a form indicating that you understand what the Focus Group is for, what is required of you, 
and the risks and benefits. If at any point you have any questions or concerns, please don’t 





Ellyce di Paola, M.A. 
Doctoral candidate 
Department of Health and Behavior Studies 
Teachers College, Columbia University 
525 West 120th Street  
New York, New York 10027 
P: 212-979-9332 






Workshop Recruitment Letter—English 
December 20, 2019 
 
Dear Echo Park Family, 
 
You are invited to participate in Preparing for Caring- an infant caregiver skills workshop 
taking place at Echo Park as part of a study by Teachers College, Columbia University doctoral 
candidate, Ellyce di Paola. The Preparing for Caring program is for parents, caregivers, and 
teachers of infants and toddlers. You have been identified as a member of one of our priority 
groups: Early Childcare Educator, Parent/Caregiver, or Administrator, and we’d like you to 
participate. 
 
The Preparing for Caring workshops will take place at Echo Park on January 23rd at 9 am 
and noon, Saturday January 25th at 11:30, and on January 31st at 9 am and noon, and run for 
approximately 90 minutes. There will be a brief (15 minute) questionnaire to complete before 
and after the workshop. The workshop will be taught by Amy Matthews and Sarah Barnaby, who 
have been teaching for 30 years and have taught these workshops since May 2017.  Your 
thoughts and honest opinions about the activities will be encouraged- we want to make these 
activities meaningful for you. The purpose of this study is to help us better understand how to 
make this program useful and meaningful to you when you’re caring for infants.   
 
There are minimal risks associated with participation in this study. It has about the same 
amount of risk you would encounter during a classroom activity or group discussion. Your 
personal information will not be shared and no data will be associated with your name. The 
Preparing for Caring program is a wonderful initiative that has been well-received by parents-to-
be and caregivers alike.   
 
If you decide that you would like to participate in the Preparing for Caring study, you 
will be asked to sign a form indicating that you understand what the study is for, what is 
required of you, and the risks and benefits. If at any point you have any questions or concerns, 
please don’t hesitate to let me know.  You can find my contact information below.  Thank you 





Ellyce di Paola, M.A. 
Doctoral candidate 
Department of Health and Behavior Studies 
Teachers College, Columbia University 
525 West 120th Street  








Workshop Recruitment Letter—Spanish 
20 de diciembre de 2019 
 
Estimada Familia de Echo Park: 
 
Están cordialmente invitados a participar en el taller de capacitación para el cuidado de 
niños “Preparing for Caring”, el cual se llevará a cabo en el parque Echo Park como parte de un 
estudio realizado por la Señora Ellyce di Paola, candidata al doctorado en Teachers College, 
Columbia University. El taller Preparing for Caring es para todos aquellos padres, cuidadores, 
maestros y futuros padres que tienen o tendrán a su cargo el cuidado de bebés y niños pequeños.  
Ustedes han sido identificados como miembros de uno de los grupos con mayor prioridad para la 
realización de este estudio y su participación es muy importante.   
Los talleres de capacitación durarán aproximadamente 90 minutos y se llevarán a cabo 
durante los siguientes días en el parque Echo Park:  
- 23 de enero a las 9 a.m. y al mediodía 
- 25 de enero a las 11:30 a.m.   
- 31 de enero a las 9 a.m. y al mediodía 
Habrá un breve cuestionario de 15 minutos para completar antes y después del taller. El 
taller será impartido por las Señoras Amy Matthews y Sarah Barnaby, quienes han estado 
enseñando durante los últimos 30 años y han enseñado estos talleres desde mayo del año 2017. Su 
opinión y evaluación son muy importantes debido a que queremos que estas actividades sean 
significativas para usted. El propósito de este estudio es comprender mejor cómo hacer que este 
programa sea útil y significativo para usted cuando esté a cargo del cuidado de bebés y niños 
pequeños.   
Existe un riesgo mínimo asociado con la participación en este estudio. Tiene 
aproximadamente la misma cantidad de riesgos que encontraría durante una actividad de aula o 
discusión grupal. Su información personal no será compartida y ningún dato será asociado con su 
nombre. El programa Preparing for Caring es una iniciativa maravillosa que ha sido bien 
recibida por futuros padres y cuidadores por igual. 
Si decide que quiere participar en el estudio Preparing for Caring, se le pedirá que firme 
un formulario indicando que comprende el propósito del estudio, que es lo que se requiere de 
usted, y los riesgos y beneficios asociados con el estudio. Si en algún momento tiene alguna 
pregunta o inquietud, no dude en hacérmelo saber. Puede encontrar mi información de contacto a 




Ellyce di Paola, M.A. 
Doctoral candidate 
Department of Health and Behavior Studies 
Teachers College, Columbia University 
525 West 120th Street  










Please join us on 01/31/2020 at 09:00 and noon 
here at the Graham School at Echo Park 
The Preparing for Caring Infant handling workshop for caregivers, parents, 
teachers, and parents-to-be is a fun and interactive class that offers support 
and skills for handling infants and parenting young children. The workshop 
is an hour and a half with a short survey to complete before and after as 
part of a study by Teachers College, Columbia University doctoral 




There are minimal risks associated with this workshop. It has about the same 
amount of risk as a classroom activity or group discussion. You will be asked to share 
your first name and your role - no other details will be collected. The Preparing for 
Caring program is a wonderful initiative that has been well-received by parents-to-be 





If you decide that you would like to participate, you will be asked to sign a form 
indicating that you understand what the workshop is for, what is required of you, and 
the risks and benefits. If at any point you have any questions or concerns, please don’t 




Ellyce di Paola 
Ellyce di Paola, M.A. 
Doctoral candidate 
Department of Health and Behavior Studies 
Teachers College, Columbia University 
525 West 120th Street  











Únase a nosotros el día a 01/31/2020 a las 
09:00 y mediodía aquí en la escuela “The 
Graham School” en Echo Park 
 El taller de capacitación para el cuidado de niños “Preparing for Caring” es una 
clase divertida e interactiva que ofrece apoyo y habilidades para aquellos padres, 
cuidadores, maestros y futuros padres que tienen o tendrán a su cargo el cuidado de 
bebes y la crianza de niños pequeños. El taller es de aproximadamente una hora y media 
con una breve encuesta para completar antes y después como parte de un estudio 
realizado por la Señora Ellyce di Paola, candidata al doctorado en Teachers College, 




Existen un riesgo mínimo asociado con la participación en este estudio. Tiene 
aproximadamente la misma cantidad de riesgos que encontraría durante una actividad 





cumple – no se recopilaran otros detalles. El programa Preparing for Caring es una 
iniciativa maravillosa que ha sido bien recibida por futuros padres y cuidadores por 
igual. 
Si decide que quiere participar en el estudio Preparing for Caring, se le pedirá 
que firme un formulario indicando que comprende el propósito del estudio, que es lo 
que se requiere de usted, y los riesgos y beneficios asociados con el estudio. Si en algún 
momento tiene alguna pregunta o inquietud, no dude en hacérmelo saber. Puede 




Ellyce di Paola 
Ellyce di Paola, M.A. 
Doctoral candidate 
Department of Health and Behavior Studies 
Teachers College, Columbia University 
525 West 120th Street  
New York, New York 10027 
P: 212-979-9332 
E: ed2542@tc.columbia.edu 
